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F.R.C.S. (Edin.), F.R.A.C.S., F.A.C.S., 
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My soul would be dead indeed were it not stirred | what has been accomplished is but a fraction of 
to the depths by the two honours which have come | what remains to do. Through you, sir, I thank the 
to me today. I am fully conscious of and appreciate | Vice-President of the Federal Council, the members 
beyond measure the honour of being raised to the | of the Federal Council and the members of the 
high office of President of this great congress, and | British Medical Association for their loyal 
I hope to be found worthy of the trust you have | confidence and generous approbation. 

shown. To have received from the hands of Your Here may I add yet another voice to the chorus 
Excellency the Gold Medal of the British Medical | of welcome which has greeted the members of 
Association in Australia, into which precious fabric | congress. In particular, may I welcome Professor 
is graven the goodwill and assent of the members, | Grey Turner, Professor of Surgery in the British 
is an honour no words of mine can adequately | Post-Graduate School of Medicine in London, who 
acknowledge. The pride I feel is tempered by | has honoured the congress by coming from the 
humility born of the reflection that my position has | homeland beyond the seas to preside at the Section 
for many years been chiefly titular, that I and my | of Surgery. I trust that in the midst of your more 
colleagues have all shared in the work, and that | serious occasions you will find time to enjoy the 
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hospitality that is to be proffered, and that at the 
conclusion of the congress you will not have cause 
to say with the Archbishop of York in the second 
part of King Henry IV: 
We are all diseased; 
And with our surfeiting and wanton hours 
Have brought ourselves into a burning fever. 


Times are greatly changing in many ways, but 
what has been termed the herd instinct is still 
potent, so that congresses and like gatherings are 
more than ever the fashion. Specialization has 
invaded them just as it has the practice of medicine. 
Only a few days ago I received an invitation to 
attend the International Congress of Hepatic Insuf- 
ficiency at Vichy. The world’s liver is to be under 
review. May it result in the world being purged 
of the melancholy which besets it. 

The pursuit of knowledge is not the only function 
and only value of congresses. Personal intercourse, 
understanding and lasting friendships are promoted. 
Those who contribute papers are stimulated by the 
presence of an audience, oftentimes appreciative, 
but always critical. Those residing in a state in 
which a congress has been held know that they in 
their turn will receive a warm welcome when they 
travel elsewhere. Congresses tend to the free 


diffusion of knowledge and research, and it is to 
these that progress is due. The willingness to impart 
all new knowledge has always formed one of the 


ideals of scientific medicine. In this comradeship 
of learning there is no state nor is there a national 
boundary. In this respect international friendship 
‘as, as Sir James Walton notes, progressed to a 
remarkable degree. The physicians and surgeons of 
the nations are no longer widely separated by inter- 
national interests and jealousies, but there is a 
great brotherhood of medicine, the members of 
which work in healthy and friendly rivalry, not 
keeping their improvements and discoveries as 
jealously guarded secrets, but anxious to impart 
them to others. The brotherhood of medicine is but 
a part of that brotherhood of man which Lord 
Baldwin has defined and acknowledged as the 
ultimate wisdom. Much more would be gained by 
a freer interchange of workers from the different 
medical centres. 

It has become a tradition of the Australasian 
Medical Congress to exact from its new president 
an inaugural address, so that there is no escape for 
me nor, unhappily, for you. 

This responsibility has weighed heavily on my 
mind. It is not an easy matter to contrive an 
address that will enlist, much less retain, your 
attention. The perusal of the presidential addresses 
of the last fifty years leaves me in much doubt 
as to the adequacy of my own. Appropriately 
enough, the first gathering of this kind met in 
Adelaide as the Intercolonial Medical Congress in 
August fifty years ago. This, then, is a jubilee 
congress. For this reason I have thought it might 
be of interest if I took you back to 1887 and 
explained the genesis of the first congress; if I 





called attention to some prophecies of the speakers 
and used quotations from the presidential addresses 
as texts on which to base remarks on the changes 
which medicine has undergone in the last fifty years. 
Into this address tuberculosis, the motif of this 
congress, will not enter. The plenary session of 
congress will deal with the subject tomorrow, for, 
unfortunately for mankind, the curse in Leviticus 
has not yet been lifted: 

I also will do this unto you; I will even appoint over 
you terror, consumption, and the burning ague, that shall 
consume the eyes, and cause sorrow of heart. 

I hope I shall not be accused of a narrow 
provincialism when I say that the first steps 
towards holding a congress were taken in Adelaide 
fifty years ago, just as they were later on in the 
case of the Federal Committee and Tue Mepica. 
JOURNAL OF AusTRALIA. In 1886 Dr. Ben Poulton, 
then Secretary of the South Australian Branch of 
the British Medical Association, suggested that 
during the jubilee of Queen Victoria’s reign in 1887, 
when South Australia would be celebrating the 
completion of the first fifty years of its history, an 
Intercolonial Medical Congfess should be held. With 
this object, notices were sent to the medical Press 
in Australia, India and other parts of the world, 
and to the Governor of Fiji. The congress was attended 
by one hundred and fifty-five medical men, includ- 
ing about forty-five visitors from the other colonies, 
one of whom came from far off Invercargill. Ever 
since its foundation the congress has been held 
triennially, except during the Great War and 
during the time of the widespread depression. This 
custom has been in conformity with the advice of 
the president of the first congress, Dr. (later Sir) 
Joseph Verco: 

Let the sessions be neither so frequent as to be 
impracticable nor so infrequent as to lose their interest. 

In every capital city of the Australian Common- 
wealth, with the exception of Perth, has the con- 
gress met at least once. On two occasions Dunedin 
in New Zealand has been the scene. The omission 
of Perth was to have been rectified in 1933, but the 
financial depression decreed otherwise. I well know 
the intense disappointment of the members of the 
Western Australian Branch when the preparations 
made with such enthusiasm had to be abandoned. 
I can, however, assure the Western Australian 
Branch that the claims of Perth to the congress in 
the not distant future are amply realized by the 
Federal Council.’ When the Governor of South Aus- 
tralia, Sir William Robinson, opened the congress, 
he sounded a note of warning lest the stress and 
strain of modern life should in time take its toll. 
We are all familiar with the tags in which the 
apple confers immunity against the doctor, but Sir 
William quoted an aphorism from Longfellow which 
is new to me, and maybe to you: 

Joy, temperance and repose 
Slam the door on the doctor’s nose. 





+The Federal Council at its meet on August 19 accepted 
the invitation of the Western Australian Branch to hold the 
next congress in Perth in 1940. 
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He went on to explain that: 


Temperance, in other words moderation, that golden rule 
of life, is open to all of us to practise. Joy and repose 
are not so easy to command, and especially by those who 
are engaged in the battle of public life: and the hurry 
and toil of existence will tell on us here in time as they 
have told for generations on the older and more densely 
peopled communities. 


These words apply with still greater force now, 
because existence fifty years ago was vegetative 
compared with that of today. The vice-regal 
prophecy was right: the speed of life is producing 
an alteration in the balance of disease. Nervous 
ailments are growing in proportion to what they 
used to be. Noise, so often associated with modern 
speed, is a serious menace to health. The use of 
rubber,- the invention of the pneumatic tire, the 
improved silencing of engines, the substitution of 
trolly buses for tram-cars, investigation into sound- 
absorbent materials and the new science of acoustics 
render it possible, if we use our brains, to make this 
age not noisier but quieter than any before. 

The president of the first congress was, as I have 
already reminded you, that great clinical teacher, 
Sir Joseph Verco. He discharged the duties of his 
high office with the capacity and wisdom which 
those acquainted with him would expect. A genera- 
tion has arisen which knows not Joseph, and so I 
propose to introduce him in a way necessarily super- 
ficial, by some quotations from his presidential 
address. In that address he foresees the necessity 
of Federal quarantine in the following words: 


The great death-dealing diseases have never from their 
shrivelled lips breathed pestilence and death over our fair 
land. Now and again a foul fiend is seen prowling at our 
door: the people are anxiously uneasy at the threatening 


danger; but hitherto the monster has been strangled upon | 


the threshold. I ask, is not the heritage we enjoy in 
the freedom from these plagues a special boon? It also 
involves in common prudence a special duty, a special 
vigilance, and since our communication with the Old 


World has become more rapid—and hence the liability to | 


infection increased—is there not special need for con- 
centrated intercoloniail action? For discussion amongst 
ourselves of such subjects as Federal quarantine? 


And then in a vein of prophecy he goes on to say: 


It is in the domain of preventive medicine that the 
greatest victories of late years have been gained, and if I 
can read the times aright it is in the department of 
preventive medicine that the most brilliant triumphs will 
yet be won. 


Very little reflection will prove the truth of Sir 
Joseph’s prophecy. Sir Joseph, in referring to the 
then recent discoveries of Manson and Bancroft, 
asks the pertinent questions: 


Is it credible that the mosquito is the only insect in 
our various obscure complaints or that the Amoy mosquito 
is the only offender of its kind? Who will be the Bancroft 
of other filarie? The Manson of the next mosquito 
malady? 


This was intelligent anticipation with a 
vengeance, for not a great time was to elapse before 
the flea, the louse and tsetse fly were bracketed 
with the mosquito: before Walter Reade and his 















gallant companions were to prove with their lives 
the association of yet another mosquito with yellow. 
fever, and Ronald Ross was to write in the evening 
after his own great discovery: 


With tears and toiling breath, 
I find thy cunning seeds 
O million murdering death. 


Sir Joseph next proceeds to refer to some 
observations of his own on the influence of the 
southern climate, the social circumstances, and 
mode of life on the physical constitution of the 
growing child and man. After recording the height 
and weight of some hundreds of his patients, he 
found that the native born were an inch taller, but 
within a fraction of a pound of the same weight, 
when compared with the migrants from overseas. 
He makes this comment: 

Those surroundings which in a single generation can 


add an inch to our stature must operate in altering the 
incidence, the prevalence and the manifestation of disease. 


Sir Joseph seems to have divined the existence 
of the vitamins, for, after referring to the prevalence 
of hip joint and other scrofulous diseases, and 
the infrequency of rickets in Australia, he remarks: 


There is some secret reason for this that we have not 
yet discovered. 


We know now that sunlight, besides warming us, 
enabling us to see and bronzing our skins, wards 
off rickets by converting ergosterol in the sub- 
cutaneous fat into the potent vitamin D. 

Sir Joseph draws attention to the absence of any 
special class of consultants in South Australia at 
that time. 

Every man is more or less a general practitioner. Each 


one is called in to consult, and that in all departments 
of medicine ang surgery. 


He also refers to the isolation at that period of 
the country practitioner, hundreds of miles from the 
capital in his thinly populated district. 

For months together he is entirely cut off from the 
society of his professional brethren without a chance of 
interchange of ideas or the stimulus even of competition. 
Skilled assistance is unobtainable. He must do with his 
own unaided hand what is resolved by his own unsupported 
judgment. 


Today it is most difficult for the country prac- 
titioner, with all the amenities he enjoys, to picture 
the conditions of general practice in the country 
fifty years ago. Telephones were few; there were 
no bitumen roads, motor cars or aeroplanes. Neither 
the X rays nor radium had been discovered. The 
tubercle bacillus had been known for five years only. 
There were no antitetanic and no antidiphtheritic 
serum, no insulin and no transfusion of blood. For 
entertainment in his hour of ease the gramophone 
and the wireless were yet to be. 

Sir Joseph goes on to say that the arguments in 
favour of medical congresses can be adduced with 
equal force in support of an intercolonial medical 
journal 
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in which our facts, our theories and proposals might all 
be made common property, be discussed in measured 
words, and be preserved for future reference. We ought 
to have some organ of our own which has the confidence 
and support of the colonies, and in which shall be per- 
petuated whatever is worthy in connection with Australian 
medicine. 


I am not aware whether it was as a consequence 
of this plea that the Intercolonial Medical Journal 
and its rival the Australasian Medical Gazette were 
founded. These journals ceased publication in 1914, 
when Sir Joseph’s proposal became an accomplished 
fact, Tue Mepicat JouRNAL oF AvusTRALIA, with the 
confidence and support of all the States, taking 
their place. It should be added that towards the 
end of his career, true to the faith that was in him, 
Sir Joseph supported his words with his wealth by 
making a gift of £5,000 to sustain in perpetuity 
The Australian Journal of Experimental Biology 
and Medical Science. 


Sir Joseph concluded his fine address by asking 
each member of the congress to devote himself to it 
with a threefold motive: “The improvement of our- 
selves, the benefit of our fellows, and the advance of 
truth.” These three phrases might well form the 
motto of the Australasian Medical Congress. For 
those who prefer the Latin I give the rendering 
kindly furnished by Professor Fitzherbert, of the 
Adelaide University: “In sapientia procedere, 
hominibus prodesse, scientiam augere.” The words 
and the spirit underlying them would serve to 
perpetuate the memory of the distinguished first 
president. 


History records that on the night of the inaugural 
meeting in 1887 a conversazione was held in the 
halls of the University, at which there was a large 
and brilliant assemblage. Today it is noteworthy, 
because Professor (now Sir William) Bragg, O.M., 
F.R.8., contributed to the entertainment and 
instruction of those present by giving a short 
lectare. We may be sure that it was given with the 
clarity and charm which still characterize his 
writings and his lectures at the Royal Institution. 
Sir William is one of the very few survivors of 
those who were present at the first congress. 


The work of that congress was conducted in four 
sections: Medicine, Surgery, Gynecology, and State 
Medicine. 


The president of the Section of Gynxcology was 
Dr. Joseph Foreman, of Sydney, the only survivor 
of those who occupied presidential chairs. Feeling 
sure that it would be in accord with the unanimous 
wish of the members of this congress, I this 
afternoon sent him a telegram of greeting and con- 
gratulation. In his address to his section he saw 
no occasion to sigh for the good old times either 
in the way of practice or ethics. In his censure 
of bygone ethics he cited the Chamberlains, the 
inventors of the midwifery forceps, who, he said, 


made a great fortune by keeping their invention secret. 
Their name has since been justly held in contempt as 
men who kept to themselves for the purpose of gain a 
discovery which would have been the means of saving 





the lives of numberless women had they had the interest 
of-science and humanity at heart instead of the mere 
accumulation of lucre. 


I might add that the interest of science and of 
humanity demands also that we as medical men 
shall have no creeds to which we must stick at all 
hazards. We should, in the words of Saint Paul, 
hold ourselves morally bound to “prove all things 
and to hold fast that which is good”, and among 
public benefactors, as Huxley remarks, “reckon him 
who explodes an old error as next in rank to him 
who discovers a new truth”. 


In 1887 only twenty years had elapsed since 
Lister had published the early results of the 
application of the new principle of antisepsis. It 
is, therefore, not surprising that Dr. Foreman 
referred to the subject. .He stated that: 


The introduction of antiseptics has been one of the 
greatest steps ever made in surgery, but I do not think 
that it was on account of the substances used, which are 
generally irritating, but the great cleanliness which was 
required in their application. I fail to see the advantage 
of keeping instruments in carbolic over rain water. The 
proper meaning of antiseptics will be recognized by its 
proper name, namely, extreme cleanliness. I am quite 
sure that the cases would do just as well without them. 


It will be recognized from these words that Dr. 
Foreman was ahead of his time and: was an apostle 
of asepsis as opposed to antisepsis. The words are, 
I think, a rather grudging tribute to the distinguished 
donor of the greatest boon ever offered to surgery. 
Moreover, it is a fact that the gynzcologists of 
today are using antiseptics in some form or other 
in the scope of their operative technique. There 
were, however, surgeons in those far off days who, 
far from praising, actually scoffed at Lister’s germ 
theory of putrefaction in wounds. “If”, said Lawson 
Tait, in an utterance which seems incredible, “I 
could get germs in sufficiently large quantities and 
found them dry, elastic and absorbent, I would 
willingly stuff my pads with them instead of wool.” 
Yes, and the cemetery at Woking would have been 
crammed with his patients. 


Of the objections to specialism Dr. Foreman 
states that he fails to see the validity. All the 
great strides in the different departments of medi- 
cine have, he avers, of late been made by men 
devoting themselves to one or a few subjects. The 
tendency to do so had met with criticism by some 
of the leaders of the profession. Dr. Samuel Gee, 
of Saint Bartholomew’s Hospital, acidly remarked : 


There is a name that I hate, nay, there are two names 
that my soul abhoreth, the name of a specialist and the 
name of a consultant. 


Nevertheless (and here I use very largely the 
words of Professor Gask), there has been during 
the last fifty years a rising tide of specialism. 
Medicine has become such a vast subject that it is 
not possible for one man to make it, or even one 
branch of its chief branches, his province. He has 
perforce to devote his attention to a more limited 
field. This accounts for the multiplication of 


specialists. The disintegration has led to the 
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creation in the great general hospitals of special 
departments of orthopedics, urology, proctology, 
neuro-surgery, radiology, cardiology, gastrology and 
of many others. The practice has been carried to 
an absurd length in the United States of America, 
where there is scarcely an organ or a function of 
the body without its votary. That medicine has 
become such a vast subject, demanding specializa- 
tion, is undeniably due to the developments and 
discoveries of natural or fundamental science. 
Chemistry, biology, physics, electricity, optics, 
mechanics, radiology and others have led to the 
practice of medicine becoming more elaborate and 
accurate in diagnosis and treatment. The tiny 
incandescent electric bulb and the equally tiny 
magnifying lens have illumined and enlarged the 
normal and abnormal features of the darkest 
recesses of the body: to wit, the larynx and bronchi, 
the bladder, the rectum and pelvic colon, the pleural 
cavity, the interior of the eye and, more recently, 
that of the stomach. One can even conceive con- 
ditions arising within the ventricles of the brain 
which the ventriculoscope may make amenable to 
diagnosis and treatment. Much that was hidden 
has now been revealed to us. It is not necessary 
to do more than mention the revolution which 
followed the discovery of X rays in the nineties 
and their application to the diagnosis of every 
visceral disease and a legion of injuries. Radiog- 
raphy, in conjunction with the use of opaque fluids 
or solids swallowed or injected into the bronchi, 
bowel or blood, and with the use of air injected 
into the central nervous system, has been an 
immense factor in the extension of medical know- 
ledge. Fifty years ago, when a valve within the 
heart murmured it was held by many to herald 
the approach of the angel of death. Sir James 
Mackenzie did much to lay that bogy. Nowadays 
an electrocardiograph often gives information much 
more precise than that obtainable by the cruder 
methods of examination. The electrical reactions 
of the brain have recently been used in the localiza- 
tion of tumours of that organ, and in several 
instances the localization established by an electro- 
cephalograph has been confirmed at operation. 


Enough has been said to show how the extension 
of knowledge of the natural sciences has led to the 
development of specialism. Later on I propose to 
show how these advances have influenced the treat- 
ment of disease. 

Contraception is so commonly accepted as a 
feature of modern life that it comes rather as a 
surprise to find the practice referred to in Dr. 
Foreman’s address. He deprecates the practice in 
the following words: 

The custom now so prevalent of preventing conception 
is one full of danger to the health of women, and many 
pay the penalty. It is one of the excrescences of our 
social life we have least reason tc be proud of, for the 
moral as well as the physical well-being of the community 
suffers. 


That, of course, is not the last word on the 
subject; nor am I going to attempt to say it. Dr. 





Foreman comments favourably on the extra- 
peritoneal treatment of the pedicle in hysterectomy 
for uterine fibroids, an operation which shows the 
caution with which hysterectomy was once 
approached. “It is not”, he states, “the dangerous 
operation it was formerly. Keith’s 38 cases with 
one death is a matter for just pride.” In the 
discussion which followed the address, an account 
was given of the first successful ovariotomy in 
South Australia. The operation was performed by 
Dr. Mayo in 1851 on a woman who had had seven 
children. The tumour weighed four pounds. The 
pedicle was secured by a double silk ligature 
through and around it. The patient was up in four 
weeks and jumped a four-rail fence on horseback 
soon afterwards. Our pioneer women were made of 
stern stuff. 


At the time of the first congress the subject of 
medical registration was exciting interest just as 
it does today. Efforts were then being made to 
secure an act satisfactory to the profession in Aus- 
tralia. At the present time uniform Common- 
wealth registration to replace individual State 
registration, with its diverse requirements, is 
engaging the attention of the Federal Council. Dr. 
Whittell, the president of the Section of State 
Medicine in 1887, took a very broad view, quite 
opposed to that which obtains in our profession 
today and which is largely based on the desire to 
protect the interests of the medical graduates of the 
Australian universities. Dr. Whittell’s words are: 


I am one of those who believe in the rights of all men 
to undertake any work for which they are capable. I do 
not believe in shutting the door against anyone who has 
the knowledge or skill required for any necessary work, 
and, as an old practitioner, I say that an educated 
profession has nothing to fear in the long run from the 
opposition of the unqualified. I am, therefore, opposed 
to any attempt to obtain protection for the profession 
by prohibitory enactments. There are, however, other 
interests to be considered, and I look on it as a scandal 
in any community that men be permitted to undertake 
duties that involve human lives without giving some 
evidence of their qualifications. The business of the 
State is to know that he has the knowledge, and this 
should satisfy every requirement. 


Now that the physical and mental health of the 
people is becoming more and more a concern of the 
State, this requirement seems rudimentary. To 
ascertain this knowledge, Dr. Whittell inclines to 
the German method of state examination by 
independent examiners appointed by the govern- 
ment, who should require from every candidate 
proof of a sufficient knowledge of the anatomy of 
the human body, of its functions and its diseases, 
to qualify him to undertake the responsible duties 
of a medical practitioner. To demand more was 
in his judgement wrong to the individual; to 
demand less, a wrong to the community at large. 
At the time when Dr. Whittell expressed these 
views, no one had graduated in medicine at the 
University of Adelaide, and the graduates of the 
Universities of Melbourne and Sydney were not 
sufficient to supply the needs of Australia. Today 
the rights accorded to Australian graduates by 
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foreign countries have a reciprocal influence on the 
registration of foreign graduates in Australia. 

In quick succession, in the eighties the organisms 
of tuberculosis, typhoid fever, diphtheria, cholera, 
tetanus, malaria and pneumonia had been dis- 
covered, and the sciences of bacteriology and 
immunology naturally followed. It is not surprising, 
therefore, that Dr. Whittell foretold that it was 
to discoveries in relation to bacteria that the 
sanitarian must look for knowledge that should 
enable him to deal more effectively with diseases 
of an infectious character. Within a few years 
the organisms of influenza and of plague swelled 
the list. Typhoid fever was not uncommon in those 
far off days, and local authorities, in their ignor- 
ance, were apt to be obstructive in regard to pre- 
ventive measures. Consequently, we find Dr. 
Whittell criticizing their lassitude and their lax 
observance of the instructions issued for the control 
of typhoid in these words: 

What I contend for is that the public health is far too 


sacred a thing to be committed to the care of gentlemen 
who place it in a secondary position. 


He was much disturbed by the death rates from 
preventible diseases, and insisted that the work 
remaining to be done was far in excess of anything 
till then accomplished. And here let me say that 
the medical men and women today responsible for 
the Federal and State public health of the peoples 
of Australasia have the same lofty conception of 
the sacredness of the trust committed to them as 
the president of the Section of State Medicine had 
fifty years ago. Their work is not done in the lime- 
light, but its lustre is none the less. With respect 
to the constitution of a central body, with the 
fullest powers to control and direct the local bodies, 
Dr. Whittell was pointing the way. “I have a 
leaning”, he said, “to placing the power in the hands 
of a Minister of Health, to whom all other 
authorities shall be subordinate. The power should 
be placed in the hands of men whose knowledge 
entitles them to spéak with authority, who possess 
the full confidence of the people and whose actions 
shall be prompt, free, and independent.” The noti- 
fication of infectious diseases, now so common- 
place, was at that time a subject of controversy. 
“T am convinced”, Dr. Whittell remarked, “that 
compulsory notification must be one of our next 
steps in advance, and that whenever our legislators 
shall be pleased to require it, common interests will 
lead to a general compliance.” The act then in force 
in South Australia was futile, as the only diseases 
notifiable were yellow fever, plague, cholera, and 
smallpox—strangers to this land. Lastly, the 
speaker advocated research under the authority of 
the State into the origin of disease. Every dis- 
covery which increases our knowledge of the 
causes of a disease brings us a step nearer 
to a knowledge of the means to prevent 
it. This work is not that of a private 
practitioner—the whole nation has an interest in it 
—and, therefore, it is right work for a government 
department to undertake. “Is it too much”, he 





continues, “to ask that some little of the country’s 
expenditure shall be given for the protection of 
human life, or that money may be expended in 
sed¥thing out the causes of disease from which 
everyone of us is liable to suffer. I have faith in 
human progress, and I look forward to the time, 
and that not far distant, when an intelligent com- 
munity shall awaken to the importance of the work 
we have in hand, and when every Australian central 
authority shall have its staff of competent observers 
fully occupied in investigations which shall prove 
of the biggest value in promoting the physical well- 
being of our people.” Everyone today will agree 
with the ideal embodied in the utterance. Research 
has been the principal agent in making the worst 
slum of today healthier than the palace of a century 
ago. Private benevolence has amply justified Dr. 
Whittell’s faith in human progress; but many years 
were to elapse before the intelligence of the com- 
munity as a whole in this Commonwealth was 
awakened to the importance of research to the 
national health and well-being. The National 
Health and Medical Research Council was 
appointed only last year, and then without any 
financial resources. With the advent this year of 
the Institute of Medical Science, organized medical 
research in this State becomes possible for the first 
time. 

The address in surgery at the first congress was 
given by that great Melbourne surgeon, Mr. (later 
Sir Thomas) Fitzgerald. He, too, like Dr. Foreman, 
referred to Lister’s practice of antiseptic surgery. 
He asserted that he would be the last to deny to 
Professor Lister any of the credit so fully due to 
him for the impetus he had given to the observance 
of scientific cleanliness in surgical practice. He 
went on to say that he held, with many others, 
that the secrets of antiseptic surgery had yet to be 
revealed, and that in the meantime too much was 
made of processes which were unnecessarily 
cumbrous. One cannot but feel, when reading the 
criticisms in those days of the immortal Lister, that 
his critics had failed to appreciate the great prin- 
ciple on which his discovery was based. The 
cumbrous processes alluded to by Sir Thomas have 
been gradually shed, and Lister’s gift to humanity 
has been left resplendent in the revelation of its 
truth. 

In the eighties, when Pasteur had carried to com- 
pletion his long and brilliant sequence of experi- 
ments and deductions, a new realm of nature, taat 
of the universe of microscopic life, stood revealed. 
It now appears that we are in the stage of discovery 
and exploration of another new world, the world 
of the submicroscopic entities that may affect the 
health and activities of all living things, plant and 
animal. These entities are called the filtrable 
viruses. It is not yet clear whether the term virus 
applies to living things, to non-living chemical com- 
pounds or to both. The indolent suppurative bubo 
has been shown to be due to a virus, and the great 
majority of fibrous strictures of the rectum are 
probably due to the same cause. The wild western 
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rabbit of the United States of America is subject 
to a certain kind of wart. These warts may be 
transmitted to the domestic rabbit by filtrate pre- 
sumably by virus. A point of great interest is that 
the warts so transmitted may become cancerous. 
It devolves on research to devise measures to meet 
the menace of the filtrable viruses. 


Mr. O’Hara, of Melbourne, in discussing Mr. 
Fitzgerald’s paper, made a true prophecy concern- 
ing abdominal surgery in the following words: 


This is today at once the most astounding and 
fascinating aspect of surgery and the one that holds out 
to us the greatest prospect of phenomenal results. 


The extraordinary development of abdominal 
surgery in the early years of the twentieth century 
is a testimony to the truth of the prophecy. Guided 
by the old surgical rule that the incision to drain 
an abscess should be made at the most dependent 
site, Mr. O'Hara informed the Surgical Section that 
he had drained a suppurating extrauterine gestation 
through the roof of the vagina. He cut from below 
upwards onto a silver thimble on the forefinger of 
the left hand, thus avoiding injury to the intestines 
and to his own finger. He thought the method 
original, and added: 

It is difficult to introduce anything new in these days 
when so many inventive minds are at work around us, 
and even the novelty that it has been my privilege to 


bring before you has the disadvantage of being to some 
extent a matter of detail. 


Successful surgery is, however, essentially a 
matter of carefully arranged detail. _ 

I have already referred to the extraordinary 
growth of specialism during the last fifty years. 
Just a few words on the specialist himself. The 
specialist tends to fail to see any point of view 
but his own., To succeed in the pursuit of his 
specialty he must concentrate on its literature and 
its technique. Only thus will he become a master. 
His concentration will almost inevitably make him 
narrow in his outlook and in general medicine a 
source of danger. It is therefore of the greatest 
importance that before a man is fit to limit his 
practice to a specialty he should be thoroughly 
trained in general medicine and surgery. Bishop 
Harman has pointed out how their liberal educa- 
tion and breadth of view influenced the profound 
mark left on ophthalmology by Jonathan 
Hutchinson, Nettleship and Priestly Smith. 
Hutchinson was always a wise and wonderfully 
informed general surgeon; Nettleship was first a 
veterinary surgeon, and Priestly Smith was at first 
an engineer. The early training of the last men- 
tioned did much to influence his researches on the 
pathology of glancoma. 

The surgical specialist of today is cast in a dif- 
ferent mould from the surgeon of fifty and more, 
particularly of one hundred years ago. It is now 
agreed that brilliant dexterity and speed are not 
sufficient to make a surgeon eminent. A surgeon 


of today must have a knowledge of the biological, 
psychological 


physiological and disturbances 











inseparable from all diseased processes. The neces- 
sity for this is shown by the writer of a recent 
leading article in Surgery, Gynecology and 
Obstetrics. 

A dexterous ‘but precipitate operation to relieve an 
obstruction in the small or large bowel, common bile duct, 
ureter or urethra will result in a disconcerting mortality 
if the biochemical departures from the normal are not 
recognised and left untreated. From the physiological 
and biochemical laboratories has come evidence of the 
necessity of a decompression of a distended viscus prior 
to any extensive operative procedure. As examples of this 
practice may be cited decompression of the bladder in 
urethral obstruction due to enlargement of the prostate; 
caecostomy or colostomy for obstruction due to cancer of 
the colon; cholecystostomy or drainage of the common 
bile duct in empyema of the gall-bladder or in cholangitis. 
These procedures correct the physiological and biological 
upsets and save the patient from a severe crisis. Later 
on, when the patient has been made safe for surgery, the 
actual organic condition can be dealt with. The more 
biologically minded the surgeon becomes, the lower will be 
his operation death rate. The modern examination of a 
ease of urinary disease involves, besides a routine exam- 
ination, a cystoscopic examination of the interior of the 
bladder, an X ray examination of the kidneys, ureter and 
bladder, a pyelogram, an estimate of the renal efficiency 
by means of a chemical analysis, and lastly a_ bacterio- 
logical examination of the urine. The whole examination 
is lengthy and complicated. But what is the outcome? It 
is this: the surgeon knows the nature and extent of the 
disease, he knows what treatment, operative or otherwise, 
to adopt in the interest of the cure and safety of the 
patient. 


Let me quote you some figures to show the result 
of all this modern care in the reduction of the 
mortality of operations on the kidney. In the last 
three decades the mortality of operations on the 
urinary tract has been reduced from one death in 
every four to a very small fraction. In 1902 a series 
of 600 cases of various types of operations for 
kidney stones were collected; the mortality was 
19%. In 1914 the mortality in another series was 
9%. Ten years later, in a third series of over 1,400 
cases, the mortality had been lowered to about 1%. 
In 1900 the mortality following removal of the 
kidney for tuberculosis was over 21%; by 1910 it 
had been lowered to about 9%; in the course of 
the next ten years the mortality had dropped to 
slightly over 2%. In the ten years prior to 1910 
there was a mortality of 13% in patients operated 
on for stone in the ureter. Fifteen years later 
various reports gave an operation mortality of 
less than 1%. In 1905 there was a general mor- 
tality of 20% after prostatectomy. A recent review 
of a very large series of cases showed an average 
mortality after operation of 4%, and several large 
series of cases have been reported without a death. 
No surgeon in the world has had a greater influence 
in reducing the mortality of prostatectomy than the 
late Dr. Harry Harris, of Sydney. The operation 
he devised deservedly gave him an international 
reputation. The figures I have given show how in 
one field of surgery operations have been made safe 
for humanity. Figures could be quoted to show 
similar results in other fields. 


But the changing rate of mortality is not the 
only change that is taking place in surgery, though 
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naturally it is of vital interest to the laity. The 
operation lists of today differ greatly from those of 
thirty years ago. It is of general comfort to know 
that surgery has become more preservative and less 
extirpatory. Indeed it is paradoxical that the chief 
aim of the scientific surgeon should be to find ways 
of avoiding surgery. The tendency to say “this 
organ or that structure is diseased, let us cut it out”, 
is giving place to an attempt to save it. It was a 
common thing, as Professor Gask and others have 
noted, for a surgeon thirty years ago to spend hours 
dissecting out tuberculous glands of the neck. 
Today the removal of focal sepsis combined with 
general hygienic measures has rendered surgical 
measures other than aspiration seldom necessary. 
Then, too, though there is a school of surgeons who 
remove forty to fifty square inches of the stomach 
in resecting an ulcer half an inch in diameter, this 
ruthless practice is viewed suspiciously by most 
abdominal surgeons, who adopt more conservative 
measures. Women, too, will be relieved to know 
that, in the treatment of diseases peculiar to them, 
the fruits of conservatism are being garnered. Forty 
years ago the removal of both ovaries for the arrest 
of menorrhagia was a common operation, attended 
often with much subsequent ill-health and invariable 
barrenness. Today, cystic and solid tumours of the 
ovary may be removed with preservation of the 
unaffected remainder. During the last fifteen years 
Dr. Victor Bonney has performed conservative 
operations (mostly enucleation) for ovarian cysts 
and tumours 120 times; there were no deaths, and 
sixteen of the patients subsequently conceived. 
Since 1921 the same surgeon has performed seventy 
operations 
closure of the Fallopian tubes; there was no mor- 
tality and seven of the patients subsequently became 
pregnant. Victor Bonney states that he has 
enucleated fibroid tumours of the uterus 632 times 
with a death rate of 1%. 
answered his inquiries, most enjoyed good health, 
and 52, or 38%, conceived after the operation. 
This, as Bonney remarks, disposes finally of the 
myth that myomectomy usually leaves a uterus too 
deformed for subsequent conception and bearing of 
a child. These are momentous figures, and I cannot 
do a greater service to conservatism than to quote 
Bonney’s conclusions. 

Although as compared with the opening years of this 
century there has been some advance, it is certain that, 
except in a few quarters, conservatism to the full extent 
of its possibilities, though many do it lip service, is not 
practised by gynecological surgeons in this or any other 
country, while among surgeons who only operate occasion- 
ally on the female organs the lack of exemplars causes 
it to be practised still less. I am impatient for a change 
of attitude. Timidity in abandoning courses proved at 
least to ensure physical recovery, though purchased at 
possible psychical cost, the fetters welded by teachers on 
the imaginations of the taught, and the docile sinking 
of individual outlook in the mass view of a school, it is 
these that maintain the older harsher methods. I have 
shown that they can be replaced by an equally safe 
conservatism, which is not only much more beneficent, 
but bespeaks that compassionate artistry of mind, unguided 
by which surgery is scarcely worthy of being reckoned 
amongst the arts. 


to restore the patency of bilateral 





Of the 379 patients who | 





Surely this eloquent appeal for compassionate 
conservatism will not fall on deaf ears in Australia 
and New Zealand. 

Another of the changes which are taking place is 
the growing tendency for the neuro-surgeon to make 
his own examination of the patient’s nervous system 
and to arrive at his own diagnosis. In the past the 
physician in charge of a patient with an actual or 
a suspected tumour of the brain or spinal cord has 
been regarded as rather a superior being; now the 
neuro-surgeon is able to meet him on his own 
ground. The conscientious surgeon has, as a matter 
of fact, never allowed the authority of the physician 
to submerge his individuality in any case in which 
surgery was needed. What has been said of the 
neuro-surgeon applies also to the thoracic surgeon. 
He is expert in the use of the stethoscope, the 
bronchoscope, the thoracoscope and all the resources 
of radiology. 

What has led to another change is the recog- 
nition of the fact that even in a special branch of 
medicine it is not possible for one man to be the 
repository of all the knowledge of detail needed for 
successful diagnosis and treatment. Consequently 
one of the features of modern medicine is the 
development of the unit, or team system. These 
are essentially teams of workers under the direction 
of a whole-time physician or surgeon. Although 
tolerably new in British and in dominion hospitals, 
the unit system was established in the famous 
Johns Hopkins Hospital at Baltimore almost fifty 
years ago. The heads of the four great units of 
medicine, surgery, gynecology and pathology were 
respectively Osler, Halsted, Howard Kelly and 
Welch. The graduates trained by these distin. 
guished men have leavened the staffs of the medica! 
schools of the United States of America. They have 
carried the inspiring scientific spirit of the Johns 
Hopkins Hospital through the length and breadtli 
of the land, to the great uplifting of American 
medicine. The unit system aims, without inter 
fering with the practice of bringing the medical 
student into intimate contact with the patients, at 
grafting onto the well-tried English system a means 
whereby clinical education may be placed on a more 
scientific basis than has hitherto been possible. At 
the famous Mayo Clinic the patient has to go tlie 
round of a number of units. The patients come to 
the clinic, and thus the doctors are spared the waste 
of time involved in travel. The following anecdote 
illustrates this. 

A millionaire in a southern State of America wrote to 
one of the Mayos, asking him to visit him. Mayo replied 
that he must come to Rochester. The millionaire tele- 


graphed: “Come at once, money no object.” To this the 
answer flashed back: “Money no object, not coming.” 


Not many years ago the governing bodies of tlie 
great hospitals considered that it was the duty of 
the surgeons to do all the operative work. Now it 
is being realized that the routine operative work 
can be as well done by the younger men, leaving 
more time for the seniors to do progressive work. 
For the younger men the experience in technique 
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is very valuable training. Where thirty-one years | larger measure with post-graduate medical instruc- 


ugo a hospital had one or two operating theatres 
only, in a modern hospital each surgical team now 
has its own. As a result the long operating lists 
leading to fatigue and a hasty and sometimes rough 
technique are avoided. 


At the time of the first congress ‘dialed post- 
graduate teaching was uncommon, except in cities 
like Vienna and Paris; it was non-existent in 
Australia until after the Great War. Consequently 
graduates used to walk the British hospitals and 
perhaps take an examination for a higher quali- 
fication. But post-graduate study for the latter 
purpose is only a part of post-graduate work. It 
cannot be over-emphasized that every one of us must 
be students for the period of our lives. If we are 
to keep in touch with the advances in medical 
science and practice, our search for knowledge 
should be as intensive in one period as in another. 
This necessity has been fully recognized by the 
medical profession in Australia, but not, unfor- 
tunately, by the universities, with one exception. 
Neglected opportunity resulted in strong post- 
graduate committees being formed in Melbourne, 
Sydney and Adelaide by the Branches of the British 
Medical Association in those cities. There was a 
small representation of each university on each 
committee. These committees have carried out their 
duties most ably. Almost every year an outstanding 
teacher in some branch of medicine has visited 
Australia from overseas and imparted valuable 
instruction. Refresher courses have been arranged 
and every effort has been made to meet the needs 
of the graduate in as practical a way as possible. 
That the post-graduate courses have been a success 
is shown by the large attendances at them. In 
London the British Post-Graduate School of 
Medicine is part of the University of London and is 
sustained by a large annual grant from the 
Exchequer. In Sydney the post-graduate courses 
of instruction were at first managed by a committee 
of British Medical Association complexion. As in 
London, the Sydney post-graduate committee, 
though retaining financial and executive authority, 
is now part of the university. Is it teo much to hope 
that the Universities of Melbourne and Adelaide 
will pursue the enlightened policy of giving the 
permanent post-graduate committees a dignified 
status and the largest possible measure of autonomy, 
executive and financial? In America a more 
advanced step has been taken, for at one university 
at least there is a post-graduate faculty of medicine 
in addition to that controlling undergraduate 
instruction. The universities provide the facilities 
for post-graduate teaching in the form of lecture 
theatres et cetera. The hospitals where post- 
graduate instruction is given are used by virtue of 
being associated with the universities as places of 
instruction, and the vast majority of those who give 
post-graduate instruction are members of ‘the 
academic or clinical teaching staffs of the 
universities. It seems logical, therefore, that the 


universities should be officially associated in a 





tion and research. 

In the United States of America post-graduate 
education in surgery is to be aided by the erection 
in Chicago of what is to be called “The Hall of the 
Art and Science of Surgery” by the American 
College of Surgeons. The exhibits will present a 
constantly changing panorama of contemporaneous 
methods of surgery and the applications to surgery 
of the allied sciences on which surgery depends. 
The Royal College of Surgeons of England has gone 
even further. Thanks to a munificent gift of 
£100,000 by Sir Buckston Browne, that body has 
been able to acquire the farm and Downe House 
where Charles Darwin lived. There research in 
surgery, and particularly experimental surgery, is 
to be conducted. The conservator of the famous 
Hunterian Museum is henceforth to be known as 
the Director of Research, while Sir Arthur Keith, 
who resides at Downe House, will be known as the 
Master of Research. Experimental surgery is, of 
course, no new thing. That remarkable man, Sir 
Christopher Wren, performed transfusion of the 
blood in dogs in 1659. Hunter, Harvey, Lister and 
others all engaged in experimental surgery. Pepys 
in his diary mentions Sir Christopher Wren’s 
experiments in the following words: 

His success in dogs did give occasion to many pretty 
wishes, as that the blood of a Quaker be let into an 
archbishop and such like; but may if it takes, be of mighty 


use to a man’s health for the amending of bad blood by 
borrowing from a better body. 


The Royal Australasian College of Surgeons, as 
behoves a young and vigorous institution, has been 
active in the cause of post-graduate study and 
surgical research. Thanks to a magnificent bequest 
by a Fellow, the late Dr. Gordon Craig, the College 
will ultimately have at its disposal for the purpose 
of research in surgery the sum of £80,000. The 
Prince Henry’s Hospital in Melbourne, which is 
being erected with the cooperation of the College as 
a post-graduate school of surgery, will be as perfect 
a hospital as its able architect can make it. It is, 
I think, destined to be the surgical Mecca of 
Australasia. Melbourne has the master surgeons as 
well as the means to make it so. . Ample oppor- 
tunities will be afforded for surgical research. 
Australian surgery has already acquired, owing to 
the original work and researches of Harry Harris, 
Royle and others, an international reputation. We 
may confidently expect that research at the Prince 
Henry’s Hospital and elsewhere in Australia will 
maintain, if not extend, that reputation. 


A modern development is the provision in public 
hospitals of beds for paying patients, and in the 
wards there is a growing demand for a higher 
standard of comfort, such as more immediate admis- 
sion, more individual attention, and more appetizing 
food. The practice of medicine has so signally 
improved during the past half century, and know- 
ledge and experience have been so widely diffused, 
that the majority of doctors today exhibit those 
qualities which were in former times the perquisite 
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of the few. Just as the brilliant surgeon has 
become something of an anachronism, so has the 
“great doctor”. Thus hospitals now represent the 
means to a particular kind of treatment rather 
than the means of being treated by a particular 
individual. In New Zealand all the hospitals are, 
I understand, under State control. It is difficult to 
tell on what lines the hospitals in Australia are 
going to develop. They may be profoundly affected 
in the near future. Should institutional benefit be 
embodied in the forthcoming bill relating to 
national health insurance, it must follow that the 
State or the local authority must exercise super- 
vision of or accept responsibility for institutional 
treatment. But whatever benefit is given, it must 
be associated as far as possible with freedom of the 
patient to choose his doctor. 


One of the great needs of the present are hos- 
pitals in which patients with chronic diseases can 
be adequately treated and where the disease can be 
made the subject of intensive research. It is these 
chronic diseases, that cause so much invalidism. 
Such patients are, of course, a drain on the financial 
resources of the great general hospitals, and for 
this reason their continuous occupation of haspital 
beds is frowned at. I have no patience with those 
who apply the term incurable to such diseases and 
to institutions for the reception of such patients. 
This dismal word suggests despair and is quite 
inconsistent with the spirit of research which 
animates modern medicine. Many of the problems 
connected with acute disease have been solved. The 
chronic diseases offer a fruitful field for research. 
The association of foundations like the Institute 
of Medical Science with a hospital for chronic 
diseases is in the public interest much to be desired. 


I should be devoid of chivalry were I not to refer 
to the great place taken in medicine by women 
during the last fifty years. At the time of the 
first congress the first woman was still to graduate 
in Adelaide, and in England the controversy as to 
their fitness for the profession still smouldered. 
Not many years before Punch had written: 

The medical science acquired by a lady doctor here and 
there might prove a leaven which would leaven the whole 
lump so to speak with apology for calling the fair sex 
a lump. And the lump sadly wants leavening. When it 
had got properly leavened there would soon be an end 
to advertisements of corsets, cosmetics and the ways of 
being made beautiful for ever. Also an end of low dresses 
in high life and high latitudes. The death rate from 
bronchitis and consumption would largely decrease. 


This prophecy would seem to have erred on the 
optimistic side, because, while the low dress in 
high life has given way to the high dress in most 
kinds of life, the words “Berlei” and “Elizabeth 
Arden” have a familiar ring. Today women medical 
graduates are to be found practising every specialty 
in private practice and in public health adminis- 
tration. 
women have justified their invasion of medicine. 





Today no one but a bigot denies that | 


morbidity, and the concern of the Commonwealth 
was shown by its devotion of the King George \ 


| Memorial Fund to the welfare of children and expect- 


ant mothers. Of recent years the measures taken in 
the interests of the babies born alive have been sv 
effective that we may be said to have saved the 
babies. That the maternal mortality of about four 
per thousand is also capable of reduction is shown 
by the record of the Annie McCall Hospital at 
Clapham, London. This hospital has been in 
existence for rather more than fifty years. Up tv 
1936 over 54,000 cases had been dealt with. There 
were only 87 maternal deaths, giving a death rate 
of less than 1-5 per thousand. In 1936 there were 
574 admissions and not a single death. These are 
impressive and comforting figures. Dame Louise 
Mcliroy, in discussing these figures, said that they 
were constantly being told that the birth rate wis 
going down. If they saved the mothers and saw 
that the children were born alive, the birth raie 
would be static. 


Certain facts which emerge from a study of vital 
statistics must have an influence on the social 
services of this country and on life in general. When 
the first congress was held, the expectation of life 
in Great Britain was 38 years, or eight years more 
than it was one hundred years ago. During the last 
fifty years the expectation of life of a baby born 
today has as a result of the advance of medical 
science risen by another .. years to ... In fact, 
ladies and gentlemen, if we persist in living at this 
rate the problem will be not what to do with our 
sons and daughters, but what to do with our fathers 
and mothers. The retiring age, where it is in force 
in public and private employment, is about sixty 
five. As those over fifty are each year becoming 
more insistent in their refusal to die, it is obvious 
that an increasing strain is going to be thrown on 
the financing of the old-age pensions. 


Another change is in the attitude of medical 
science and consequently of the medical profession 
towards physical and mental efficiency. Montaigne 
has written: 


I would have his outward behaviour and mien and the 
disposition of his limbs formed at the same time as his 
mind. It is not a soul, it is not a body that we are 
training up; it is a man and we ought not to divide him 
into two parts nor to fashion one without the other. 


The training up in no irksome sense should con 
tinue throughout life. The medical profession has 
been hitherto chiefly concerned with the physica! 
and mental treatment of the abnormal, and with the 
individual rather than the community. In other 
words, it has devoted its attention to the cure an: 


_ prevention of physical and mental disease rather 
_ than the perfecting of the race. 


It is pointed out 
in the report of the British Medical Association in 
England on physical education that the doctor owes 
a duty to those in health, as well as to the sick. 


| One of the great advances of the last fifty years < 


Of recent years there has been a great deal of | 
concern about the rate of maternal mortality and | 


that the medical profession has learned to reco: 
nize the importance of the prevention of disea+« 
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as an essential part of a national health service. 
[It is now recognized that the profession has more 
than a negative duty; it has also a part to play in 
the attainment of that state of positive good and 
efficient physical and mental health which -is some- 
thing infinitely better than the mere absence of 
disease. Physical education and mental hygiene 
should take their place among the great social 
services as a branch of ‘public health, like housing, 
sanitation, nutrition et cetera, through which it is 
hoped to achieve a high standard of physical 
excellence combined with mental and moral 
discipline. In this regard it may be of interest 
to note that the University of Adelaide and the 
South Australian Branch of the British Medical 
Association have had under consideration a sug- 
gestion made by Sir Stanton Hicks to found a 
health clinic. 


In view of the probability of the introduction of 
national health insurance of a compulsory character, 
a brief reference to the subject is necessary. Sir 
Walter Fletcher, the first Secretary of the Medical 
Research Council in England, once said that the 
two greatest benefactors to English medicine were 
Henry VIII and Mr. Lloyd George, the former for 
abolishing the monasteries and laying the founda- 
tion of modern hospitals, and the latter for giving 
England the insurance system. For better or for 
worse, national health insurance is now an accepted 
part of English life, and is likely to become a part 
of Australian life too. However effective positive 
means of insuring health and preventing disease in 
the indtvidual may be, there will always be a residue 
which will require investigation and treatment. 
How effective those measures will be will depend on 
whether the insurance scheme has the whole 
hearted and honest support of the medical pro- 
fession. Whether that support will be forthcoming 
will depend on the form of the bill that is to be 
presented to the Commonwealth Parliament. 


I have already referred to the growing tendency of 
modern surgery to be less extirpatory. This has 
particularly been the case in superficial malignant 
conditions of the skin. It is for such conditions 
that radium has largely replaced surgery, which 
was necessarily . extirpatory and deforming. 
Although there is little doubt that the applicability 
and effectiveness of irradiation will steadily 
increase, nevertheless a great deal of research is 
necessary. Radium and deep X ray therapy have 
had triumphs undreamed of fifty years ago, and are 
destined to have more in the future; but exagger- 
ated claims are not seldom made of the superiority 
of such treatment over other therapeutic measures 
by those who have had no experience of them. When 
the Commonwealth Government purchased radium 
several years ago it was very wisely insisted that 
accurate records should be made of every patient 
treated with it, and that the patient should be 
followed up. Only thus could a_ trustworthy 
appraisement of the value of radium treatment be 
arrived at, This wise condition resulted in the 








development of efficient follow-up services in radium 
departments. The value of such a service has been 
recognized and adopted in other departments. Hos- 
pital records are, however, often kept by those who 
do not possess a lively conscience, and thus lose 
much of their value. The advancement of medical 
science depends largely on the accuracy of medical 
records. Every progressive hospital today recog- 
nizes the value and necessity of medical records 
filed in an accessible manner and readily available 
for restudy, reference or scientific research. Every 
physician, surgeon or specialist, privileged to work 
in a hospital, should consider it his individual 
responsibility to provide a complete medical record 
of every patient who is entrusted to his care. A 
medical record conscience will be more readily 
acquired when the records are more extensively 
made use of. Too often the record room becomes a 
cemetery, where the case records rest in peace. 


The address before the Section of Medicine at 
the original congress was given by Dr. Williams, 
of Melbourne. It reached a lofty plane, and was 
couched in fine language. I .quote the noble 
peroration in which he dwells on the spirit of 
research : 


Is not the time coming in the history of these colonies 
when special research shall be not the characteristic of 
a few workers widely scattered from one another, but a 
spirit moving everywhere, impelling the best minds to 
bend themselves with all their energies to add something 
tried and sure to the sum of human knowledge. The 
reason of man is now mare fully employed than at any 
former period. A vast store of mental power, a vast 
mass of mind, is everywhere at work. What formerly 
was vainly attempted by the labours of a few is now 
easily accomplished by the exertions of the many. The 
empire of reason extending from the Old to the New World, 
from Europe to the Antipodes, has encircled the earth; 
the sun never sets upon her dominions; individuals must 
rest, but the collective intelligence of the species never 
rests; at the moment one nation wearied by the toils of 
day welcomes the shades of night and lies down to seek 
repose, another rises to hail the light of morning and, 
refreshed, speeds the noble work of science. (Graves.) 


And in speeding the noble work of medical science 
in particular I cannot refrain from saying some- 
thing about Rockefeller, the greatest monetary 
benefactor of all times to medicine, who spent his 
wealth without consideration of national 
boundaries. I give the plot of his life in the words 
of The Lancet: 


Unbounded and _ self-sufficing ambition, machine-like 
industry and efficiency, riches amassed unemotionally and 
perhaps ruthlessly, until they surpassed the count of man. 
In the plenitude of power and wealth came the conviction 
born of a deep puritanism that what had been wrenched 
without mercy from the world must be returned to it with 
interest. The machinery of his great wealth was put 
in reverse, and the redistribution was carried out with 
the same genius and unrelenting thoroughness which went 
to its amassing. Many universities and medical schools 
throughout the Empire and the world benefited according 
to their needs and deserts, including the Medical School at 
Sydney, which received £120,000. The medical world 
perhaps alone is in the position to realize the grandeur 
of the drama of restitution which was played out in his 
life. 
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Lord Nuffield, too, ranks as a noble benefactor to 


| 


medicine within the Empire. Rockefeller, a peerless | 


victor in nineteenth century commercialism, and 
Lord Nuffield in that of the present century, each 
of them saw a vision, and of that vision was born 
an ideal. 

What of the future tendencies of medicine? Time 
will allow me to touch on only one aspect. 


It is coming to be recognized that the methods by the 
use of which man has performed such marvellous feats of 
biological engineering in the production of his cultivated 
plants and domesticated animals, are the very methods 
that can be used for the betterment of his own kind. The 
milk and vitamins that were wont to be given to pigs and 
poultry are now actually being included in the ration of 
the growing child. Scientific knowledge applied to the 
improvement of our human population will result in 
greater growth, more general healthiness, more alertness, 
better physical and mental performance. Medicine so far 
has concerned itself with the conquest of diseases which 
have their origin in the environment of man. These are 
the diseases of infancy and adolescence. It can, as I 
have said, claim to have saved the babies. But if babies 
are surviving the environmental diseases they must die 
in adult life or senescence. The diseases of the latter half 
of life are constitutional diseases, that is, breakdowns of 
the various organ systems which in their combination form 
the individual. Some people are equipped with a second- 
rate circulatory system, others have a cheap kind of 
excretory system, and these faults are inbern characters 
which very largely determine the length of life and the 
cause of death. 





We are an ageing population, and Professor Cree 
foretells that medicine in the future, as the control 
of diseases of bacterial origin becomes more and 
more complete, will be largely concerned with the 
diseases of maturity and senescence, that is to say, 
with constitutional diseases. And since the prone. 
ness to be subject to this or that kind of break. 
down is inherited, it follows that it will be desirable 
for the physician of the future to recognize those 
who may be expected to suffer from this or that 
derangement if he is to serve the community at all 
adequately. This is another aspect of preventive 
medicine, and so again pedigrees must be compiled, 
pooled and analysed, in order that the knowledge 
that medicine will most certainly need will be forth- 
coming. The more we know of the nature and mode 
of inheritance of such inborn tendencies toward 
defect and derangement, the more powerful will that 
instrument of society, medicine, become. What is 
the use of blue blood if you have a black biological 
past? 

A consideration of this and other matvers touched 
on in this address shows how true it is that: 

Mind unfettered o’er the earth extends 


Its all-subduing energies, and wields 
The sceptre of a vast dominion there. 
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F. P. Morgan, J. Newman Morris, F. Kingsley Norris, 
K. O’Day, J. O’Sullivan, R. F. O’Sullivan, I. B. Pender, 
A. H. Penington, E. G. Robertson, E. Rosanove, C. L. 
Rosefield, D. B. Rosenthal, T. F. Ryan, F. V. Scholes, 
Z. Schwartz, C. G. Shaw, J. Shaw, J. E. Shilliday, M. D. 
Silberberg, L. L. Smith, H. D. Stephens, H. L. Stokes, 
J. C. P. Strachan, E. W. Sutcliffe, C. Sutherland, G. R. A. 
Syme, H. C. Trumble, H. H. Turnbull, J. B. Turner, 
E. Weigall, R. R. Wettenhall, J. G. Whitaker, J. F. 
Williams, A. M. Wilson, G. Wisewould, I. J. Wood, 
Professor H. A. Woodruff, B. T. Zwar. 


Western Australia: A. G. Abbott, F. W. Carter, F. J. 
Clark, K. F. Edwards, A. W. Farmer, C. Fortune, B. S. P. 
Gillett, K. C. Godfrey, Morris Gorman, J. G. Hislop, B. A. 
Hunt, M. Kelly, L. Le Souef, J. A. Love, J. E. McGlashan, 
L. Male, Keith B. Moore, C. Morlet, A. D. Smith, G. A. 
Thompson, G. R. Troup, M. F. Williams. 


England: Professor G. Grey Turner, T. P. McMurray. 





HONORARY MEMBERS. 


Dr.’ Mervyn Archdall, Dr. L. B. Bull, F. W. Eardley, 
Esquire, Reverend John Flynn, Dr. Joseph Foreman, Dr. 
W. Anstey Giles, Professor F. Goldby, Professor Kerr 


| Grant, T. S. Gregory, Esquire, Sir C. Stanton Hicks, the 


Right Honourable W. M. Hughes. P.C., Professor T. Harve) 


_ Johnston, Professor F. Wood Jones, Brigadier-General R. L. 


Leane, Professor A. K. Macbeth, Professor Mark Mitchell, 
Sir William Mitchell, Sir George’ J. R. Murray, Dr. A. 


H. R. Pomroy, F. W. A. Ponsford, F. St. J. Poole, J. E. | Grenfell Price, Colonel Vowles. 
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Inaugural Weeting. 


The fifth session of the Australasian Medical Congress 
(British Medical Association), Adelaide, 1937, was formally 
opened in the Bonython Hall, University of Adelaide, on 
the evening of Monday, August 23, by His Excellency the 
Lieutenant Governor of South Australia, Sir George 
Murray, K.C.M.G. 


His Excellency Sir George Murray said that it was with 
the greatest pleasure that he accepted the President’s 
invitation to declare the congress open, but before doing 
so he would read a message that he had received from 
His Majesty the King. 


I am interested to hear that the Jubilee Meeting 
of the Australasian Medical Congress will be 
inaugurated in Adelaide next week. I sincerely trust 
that all success will attend your conference and that 
medical science in Australasia will benefit from this 
opportunity for mutual exchange of knowledge derived 
from practical experience. 

GeorceE, R.I. 


Sir George Murray had some recollection of the first 
congress, which was held in Adelaide in 1887, when the 
late Sir Joseph Verco was president, and of another in 
1905, when the late Sir Edward Stirling presided. 

Most of the distinguished physicians and surgeons who 
took leading parts in those meetings had passed away, but 
many of the younger men who attended had risen to high 
places, and none amongst them had attained greater 
eminence than the President, Sir Henry Newland, whom 
South Australians were proud to see in the position that 
he occupied that night. 

Sir George Murray gathered that a congress had two 
sides to it—a serious or professional side and a lighter 
or social side. It would be presumptuous on his part to 
offer any advice about either side, but perhaps he ought 


to remind those present that the one might react on the | 
other, for it was recorded in one of Spencer and Gillen’s | 


books on the aborigines of central and northern Australia 
that a medicine man at Barrow Creek became disqualified 
as a practitioner among his tribe because he _ had 
inadvertently taken a drink of hot tea. Probably there 
were many ways of avoiding such a catastrophe; “cold 
tea” might be one of them; but, whichever members of 
congress adopted, he hoped they would have a thoroughly 
enjoyable time in Adelaide. 

As to the serious side of the congress, the advances 
that had been made in medical science and practice since 
Sir George Murray was a boy could only fittingly be 
described as amazing. Vaccination against smallpox, the 
précursor of the new learning, was indeed compulsory, 
but within the family home he had been treated, without 
objection, with aconitum, belladonna, arsenicum, nur 
vomica, and other deadly poisons in sufficiently harmless 
doses, as symptoms required. 

When he was old enough he read of the discoveries that 
had been made of the wonderful properties of quinine and 
salicin as specifics against malaria and rheumatic fever. 
But there was no safeguard against diphtheria, or lock- 
jaw, or the bite of a mad dog. Consumption was not 
known to be contagious. The only anesthetics in use 
were chloroform and that cheerful encouragement to the 
removal of an aching tooth, laughing gas. Now what a 
change! Many, perhaps most, diseases had been traced to 
their causes: bacilli, viruses, deficiency of glandular 
secretions, absence from the food of what were called 
vitamins. X rays had come as an aid to diagnosis; radium 
as a therapeutic agent; antiseptics as a protection against 
infection; antitoxins and sera both as therapeutics and 
prophylactics. Diphtheria, tetanus and rabies had been 
deprived of most of their terrors. 

Sir George Murray went on to say that medicine was a 
great, a noble profession. Those attending the congress 





| medal in that city in 1929. 


had devoted their lives to the service of their fellow men. 


| Despite the tremendous progress that had been made of 
| recent years, there were still problems of baffling complexity 


to be solved. That they would be solved Sir George Murray 
had no doubt, but cooperation between workers in medi- 


| cine was essential to success. All might help, and they 


in Adelaide hoped to contribute their share through the 
medium of the Institute of Medical Science, of which the 
foundation stone had been laid that afternoon. 

Sir George Murray then declared* the congress open. 
He added that as every period of three years which 


| elapsed between sessions should show an advance on the 


preceding one, he hoped the present session would be the 
most successful that had been held. 


The Premier of South Australia, the Honourable R. L. 
Butler, speaking on behalf of the Government of South 
Australia, welcomed the delegates to the State. He referred 
to South Australia as one of the healthiest places in the 
world. He pointed out that the death rate in the State 
was lower than in any other State in the Commonwealth, 
that the criminal record was low and that convictions for 
drunkenness were not numerous. He stated, however, that 
the birth rate was the lowest in Australia. South 
Australia appreciated the value of the congress; human life 
was still the most cherished thing in the world, and any- 
thing that could be done to preserve it would be welcomed 
by the public. 


The Right Honourable A. G. Barrett, Esq., Lord Mayor 
of Adelaide, welcomed the delegates to the city of Adelaide, 
and said that. he hoped the congress would be both 
enjoyable and profitable. He referred to prominent citizens 
who in the past had achieved fame, and said that they and 
some of those present that night had built up a tradition 
for Adelaide. He hoped that the traditions of the city 


| would inspire members of congress to carry the achieve- 


ments of medical science a little further. 


Presentation of the Gold Medal of the British Medical 
Association in Australia. 


Dr. J. Newman Morris, Vice-President of the Federal 
Council of the British Medical Association in Australia, 
asked His Excellency the Lieutenant Governor to present 
to Sir Henry Newland the Gold Medal of the British 


| Medical Association in Australia. He said the gold medal 


was bestowed by the Federal Council from time to time 
upon a member of the British Medical Association who 
had rendered signal service to the medical profession. 


| The award was instituted in 1922 and this medal was the 


fourth to be given. Previous recipients had been the late 


| Dr. R. H. Todd, of Sydney, and the late Dr. W. T. Hayward, 


of Adelaide, both of whom received the medal in 1923, and 
the late Dr. W. H. Crago, of Sydney, who received the 
The present was the first 
award since that year. 

The Australian gold medal was a counterpart of that 
awarded by the British Medical Association in Great 
Britain, which was established by resolution of the 
Association at the annual general meeting at Bath on 
August 8, 1878. Certain members of the medical profes- 


| sion had greatly distinguished themselves by their devotion 


to duty in circumstances of extreme peril and hardship 
on the occasion of the flooding of the mines at Pontypridd. 
To most of the other heroes in that heroic enterprise 
the Albert Medal had been granted, but, strangely enough, 
recognition had been withheld from all the medical men 
concerned. The British Medical Association felt keenly 
the omission, and to remedy it, and at the same time to 
express its sense of the high claims to gratitude of its 
Pontypridd heroes, instituted and awarded to them a 


| special medal of merit. 


This established a precedent for the recognition of high 
merit within the profession, and the award had been of 
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enduring and increasing value. The President (Dr. Eason 
Wilkinson), in making the first presentation to Dr. H. N. 
Davies, on January 9, 1878, for heroic conduct, self-denial 
and humanity, had said: “I hope the medal will not be 
given too often, but will be reserved for deeds of high 
merit. Its value will be endangered by too frequent 
award.” That hope had been realized, for the medal had 
been awarded only twenty-three times. 

Among those who had been recipients of this high profes- 
sional honour were some illustrious men who had dis- 
tinguished themselves by great and prolonged service to 
their profession at home, and also men who had dis- 
tinguished themselves abroad on the field of battle, four 
of these having received the Victoria Cross. 

Sir Henry Simpson Newland had earned the distinction 
by reason of his services both in peace and in war. In 
the South Australian Branch he was honorary secretary 
from 1909 to 1914, and president in 1920-1921. Since 1922 
he had been director of the British Medical Hall Company, 
and continuously a member of the Branch Council and its 
committees. He had since 1921 represented the Branch 
on the Federal Council of the British Medical Association 
in Australia, of which he had been president since 1929. 
In that capacity he had been and still was the official 
head of the British Medical Association in Australia. 

He had been President of the Section of Surgery at the 
Australasian Medical Congress in Brisbane in 1920, and 
Vice-President of the Section of Surgery at the centenary 
meeting of the Association in London in 1932. He was a 
Vice-President of the British Medical Association in Great 
Britain and now President of the fifth Australasian 
Medical Congress (British Medical Association). 

Sir Henry Newland was a founder and the second 
president of the Royal Australasian College of Surgeons. 
Outside of these organizations his influence on medical 
education had been of great importance, and for many 
years he was lecturer on the science and art of surgery 
and operative surgery in the University of Adelaide. 
During the Great War he had held the rank of colonel, 
Australian Army Medical Corps, Australian Imperial 
Force, and served in Egypt, Lemnos, Gallipoli and France. 
He commanded the First Australian Casualty Clearing 


Public 


On the evening of Wednesday, August 25, 1937, Professor 
F. Wood Jones, of the University of Melbourne, delivered 
a public lecture in the Bonython Hall. He chose as his 
subject “The Spirit of Adventure”. He referred to physical 
adventure and spoke at length of spiritual adventure. The 
lack of willingness to embark on spiritual adventure was, 
he believed, the greatest factor in the problem facing those 
responsible for the training of modern youth. He con- 


Plenary 


Tuberculosis. 


A plenary session of congress was held in the Rennie 
Theatre, Johnson Chemical Laboratory, University of 
Adelaide, Sir Henry Newland, the President, in the chair. 
The session was called to discuss tuberculosis. 


Sm Henry NEwLanp opened the meeting with the quota- 
tion “The Lord shall smite thee with a consumption and 
with a fever, and with an inflammation and with an 
extreme burning and with the sword and with blasting 


Station and the Australian section at Queen’s Hospital, 
Sidcup, and represented the Australiam. Army Medical 
Corps on the Council of Consultants at the War Office, 
1918-1919, and at the Inter-Allied Surgical Conference in 
Paris, 1918. For these distinguished services, which so 
greatly enhanced the reputation of the Australian medical 
profession, Sir Henry was mentioned in dispatches and 
awarded the Distinguished Service Order and made a 
Commander of the Order of the British Empire. 


His “Wkcellency Sir George Murray then presented the 
medal to Sir Henry Newland. 


President’s Address. 
Sir Henry Newland, the President, then read his address 
(see page 631). 


Vote of Thanks. 


Dr. F. S. Hone proposed a vote of thanks to His 
Excellency the Lieutenant Governor for having declared 
the congress open. He said that it must be very pleasing 
for His Excellency to have remembered the first congress 
fifty years previously and to have been able to open the 
present session. He referred to the interest which His 
Excellency, as Chancellor of the University of Adelaide, 
had always taken in the welfare of medical graduates and 
in the advance of medical science, and also referred to 
the fact that he had conferred honorary degrees on His 
Majesty the King and two of his brothers. The vote of 
thanks was carried with enthusiasm. 


Reply to the Message from His Majesty the King. 


The following reply was subsequently sent to the message 
of His Majesty the King: 


The President and members of the Australasian 
Medical Congress present their humble duty to His 
Majesty the King and assure him of their loyal grati- 
tude for His Majesty’s gracious desire that the 
Congress may be attended with success and with 
benefit to his Dominions of Australia and New Zealand. 





Lecture. 


| cluded with the following words: “We cannot hope to rank 
as truly great among the nations of the earth until the 
matured and mellow individual, prepared to undertake 

| real spiritual adventures and ready to live his life fear- 
lessly in accord with his ideals, becomes a dominant 
factor in our social fabric.” The lecture was pub- 
lished in full in the issue of September 25, 1937, at 
page 506. 


Sessions. 


| and with mildew; and they shall pursue thee until thou 


He stated that the motif of the congress was to be 
tuberculosis, and for that reason tuberculosis had been 
selected for discussion at the plenary session. Although 
the death rate from tuberculosis had been halved in 
Great Britain in the past thirty years, it still remained 
the captain of the men of death. Figures for the last half 
year, published by the Central Board of Health in South 
Australia, showed that the deaths from tuberculosis were 
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more than three times as numerous as the total deaths 
from all other infectious diseases. Apart from personal 
contact, the greatest single channel of infection of tuber- 
culosis was milk from tuberculous cows drunk in infancy 
or early childhood. Infection by personal contact could 
be reduced to a minimum were it possible to imitate the 
Zulu by eliminating the unfit by slaughter. The humanity 
of man to man revolted at the employment of such a 
measure. Sir Henry Newland thought that all that could 
be done at present with reference to the carrier of tuber- 
culosis was to circumscribe as much as possible his broad- 
casting of the seeds of death during the process of his 
cure or during his progress to the grave. 

The problem of the contacts was to ensure that any 
seed sown should fall on stony ground, in other words, to 
confer immunity. This was the ideal to be aimed at, but 
he wondered whether it could be achieved. He stated 
that the bovine channel of infection was the easier to 
deal with. If health was the objective, there was no 
sound reason, other than an economic one, why man’s 
humanity to man, should be extended to the tubercutous 
cow. As J. B. S. Haldane had remarked in one of his 
essays, for the price of a cigar or of a weekly visit to the 
cinema it was possible to protect a child against his most 
dangerous enemy. In conclusion, Sir Henry Newland 
appealed to the members of congress not to accept without 
demur the continued success of man’s perennial foe, 
tuberculosis. 


Dr. M. J. Hotmes (Commonwealth Department of Health, 
Canberra) read a paper on tuberculosis in Australia. He 
first of all reviewed some of the more interesting aspects 
of tuberculosis as it had occurred in Australia, and then 
proceeded to indicate his views as to the principal measures 
which should be adopted to control and eventually to 
eradicate the disease. 

He showed that prior to about 1885 the tuberculosis 
mortality rate in Australia had been rapidly mounting, 
but about that year the crest had been reached and the 
mortality had since shown an almost uninterrupted fall. 
The rising mortality rate prior to 1885 was associated 
with an acute form of tuberculosis causing high mortality 
in childhood and early adult life at a time when the 
population contained an abnormally large proportion of 
young persons. This high mortality in young adults had 
given place to a mortality rate which, in the case of 
males, now reached its peak in the age group fifty-five 
to sixty years. In females, on the contrary, the curve 
of the mortality rate almost reached its apex as early 
as age group twenty to twenty-four years. In South 
Australia the mortality in young women was. much more 
marked than in the other States, and in the age group 
twenty to thirty years the mortality rate was double that 
of New South Wales in the same age group. 

Dr. Holmes then discussed the question of the type of 
infection in order to evaluate the relative importance of 
infection from human and bovine sources. He surveyed 
the work done in Australia in typing thé strain of tubercle 
bacilli in different lesions, and showed that although the 
amount of infection with the bovine strain of organism 
contracted through the milk supply was by no means 
inconsiderable in Australia, the mortality from tuberculosis 
of bovine origin in this country was very low. In this 
respect Australia held a favourable position in comparison 
with other countries. The inference was that, although 
the main effort in Australia must be directed towards 
the breaking of the human chain of infection, it was 
necessary also to deal seriously with the bovine sources 
of infection in this country. 

Dr. Holmes showed that there was a great difference 
between the several States of the Commonwealth in the 
extent to which the mortality rate from non-respiratory 
tuberculosis had declined. Whereas in Queensland, for 
example, the rate today was only 3% of that of fifty years 
ago, the rate in Tasmania was now about 45% of that of 
fifty years ago. The behaviour of non-respiratory tuber- 
culosis in the several States should provide a fruitful field 
of investigation. 

Dr. Holmes then proceeded to enunciate the cardinal 
facts of tuberculosis infection as laid down by Sir Robert 








Philp, and to indicate the measures of control which 
should be adopted in Australia. He said that the chief 
weakness of the Australian system of control was still 
the weakness of twenty years ago—the disproportionate 
concentration of attention on the pronounced lesions. 
Attention should be shifted more to the very earliest 
manifestations of infection. Too little was spent on 
prevention. 

It was essential that in each State the whole of the 
activities for the control of tuberculosis should be in the 
hands of a State director of tuberculosis, who should be 
engaged full time on the work of direction and coordina- 
tion. The tuberculosis clinic or dispensary was the 
foundation on which all efforts for the control and eradica- 
tion of tuberculosis must be based. To enable the tuber- 
culosis clinic system to function efficiently in taking all 
necessary precautionary measures, notification of all forms 
of tuberculosis was essential, and notification should be 
made on reasonable suspicion of the disease. 

Early diagnosis was an essential objective of the clinic 
system. As ordinary microscopic examination could detect 
tubercle bacilli only when they were in comparatively 
large numbers in the material examined, cultural methods 
should be used in any suspicious case when ordinary 
microscopic examination did not detect the bacilli. 

In discussing institutional accommodation, Dr. Holmes 
stressed the need for accommodation for the patient who 
had not developed any active focus of disease, but whose 
resistance required building up and who meantime required 
to be removed from sources of repeated infection. He 
considered that preventoria should be established in each 
State as part of the recognized system of control. 

The nutritional aspect was then discussed in relation 
to family infection. The resistance of the patient and of 
his family contacts should be maintained at the highest 
possible point. Under présent conditions of family economy 
this was impossible with ordinary civilian cases. The 
families of tuberculous ex-soldiers were much better pro- 
vided for, and the position in relation to these families 
was much more satisfactory. Such evidence as was 
available showed a lower rate of infection of contacts in 
families of tuberculous ex-soldiers than in those of ordinary 
civilian patients. Some system was required to provide 
for an adequate allowance to enable the nutrition and 
resistance .of families of civilian tuberculosis patients 
to be adequately maintained. . 

Dr. Holmes pointed out that the decline in the mortality 
rate from tuberculosis was no greater in Australia than 
in other countries, such as Scotland, where the climatic, 
nutritional and environmental conditions were not nearly 
so favourable, and that there was no reason for pride in 
the situation in Australia. Under the favovrable con- 
ditions existing in Australia eradication of the disease was 
practicable. The progress already made in the control 
of the disease was saving Australia millions of pounds 
per annum. Increased expenditure directed towards the 
eradication of the disease would prove to be sound economy. 


Dr. Lionert B. Burtt (Adelaide) read a paper in which 
he discussed some comparative aspects of tuberculosis in 
lower animals. In his opening remarks he stated that the 
subject of tuberculosis could not be adequately dealt with 
by the physician and public health officer unless some 
consideration was given to the knowledge gained -by study 
of the disease in the lower animal. In this respect 
tuberculosis of domesticated animals was of most interest 


‘ and importance. Dr. Bull discussed the manifestations 


of tuberculosis in cattle, in pigs, in dogs and cats, in 
sheep and goats, in the horse, in the ferret, in birds, in 
free-living wild animals and in wild animals in captivity. 
Infection of cattle, he said, was mostly due to the bovine 
type of bacillus; in some countries infection might 
occasionally be due to the avian type of bacillus, but the 
human type had not been recovered from tuberculous 
lesions in cattle. There was no evidence to suggest that 
the wide incidence of infection followed so often in human 
beings by complete recovery had any counterpart in cattle 
or other species of lower animals. Tuberculosis in pigs 
was most frequently due to infection by the human type 
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of bacillus; in dogs it was most often caused by infection 
with the human type. 

In discussing the diagnosis of tuberculosis in animals, 
Dr. Bull said that early diagnosis by clinical examination 
was usually impossible; the tuberculin test was usually 
employed, and a positive result to the test meant that the 
animal was infected by the tubercle bacillus. In the early 
stages of infection sensitization might not be sufficiently 
strong to enable a positive tuberculin reaction to be 
obtained, and in very advanced tuberculosis of long 
standing it might be impossible to obtain a reaction. In 
controlling tuberculosis in animals, systematic tuberculin 
testing and destruction of infected animals were ideal 
methods for eradication of tuberculosis from herds of 
cattle, particularly when the incidence was not very high. 
The method was costly and as a rule not economically 
possible. Other methods had been introduced in an 
attempt to deal with the disease more economically. The 
Bang system aimed at gradually eliminating the disease 
by removing the calf into a clean environment immediately 
after birth. Another system aimed at the removal and 
destruction of all contagious animals; this was successful 
in proportion to the efficiency of the inspection, and the 
disease did not come completely under control. Tuberculosis 
in pigs could be controlled by the sterilization of milk 
and the isolation of fowls to their own domain. The 
eradication of the tuberculosis of animals could be 
accomplished if the cost could be met. 

Dr. Bull then discussed the possibility of protecting 
animals against tuberculosis by vaccination. He referred 
briefly to the observations of Koch on the reaction of an 
animal to an injection of tubercle bacilli. He also discussed 
the production by Calmette and Guérin of their non- 
virulent tubercle bacillus for purposes of vaccination. He 
described the attempts by Griffiths and others to protect 
animals by this means. He concluded that oral administra- 
tion of “B.C.G.” to animals was useless unless large and 
repeated doses were given, although under these conditions 
the degree of resistance produced could not be expected to 
be as good as that produced by subcutaneous or intra- 
venous administration. Subcutaneous and intravenous 
administration did appear to give some temporary increase 
in resistance, but it appeared that this increased 
resistance could not be strengthened or even maintained 
by repeating the subcutaneous inoculations at yearly 
intervals. Intravenous inoculations appeared to establish 
a somewhat higher degree of resistance, but evidence was 
not yet available on the effect of repeated intravenous 
injections over a period of years. Vaccination, in Dr. 
Bull’s opinion, would never prove an adequate solution of 
the problem of the eradication of bovine tuberculosis. 


Dre. Correr Harvey (Sydney) read a paper entitled 
“Chronic Pulmonary Tuberculosis”, in which he discussed 
the disease from the aspects of pathogenesis and prophy- 
laxis. He said that the evolution of pulmonary tuberculosis 
depended upon two factors, infection with the tubercle 
bacillus, and the resistance, both natural and acquired, of 
the individual. It might be defined as a disease developing 
in a person who had been previously infected by, and who 
had thus attained a specific increased resistance to, 
tubercle bacilli. A second infection was always necessary 
to produce a chronic progressive tuberculous process. Most’ 
individuals were, at some time in their lives, infected with 
the tubercle bacillus; in the vast majority disease did not 
follow, but in a certain percentage it occurred at a later 
period on account of reinfection either from within the 
body or from outside. 

For long it had been held that phthisis could arise in 
civilization only by endogenous reinfection; there was, 
however, at the present time a tendency to go to the other 
extreme and to look upon tuberculosis as an extremely 
contagious disease. It was certain that there could be no 
tuberculosis without the tubercle bacillus, but many years 
of .work had been required before it could be proved that 
tuberculous disease occurred more frequently among those 
who had lived in a tuberculous environment than among 
those who had not. Resistance rather than infection might 
be the dominant deciding factor. , 





Dr. Harvey said that it was agreed that primary infection 
usually occurred from contact in. the home with a 
tuberculous patient; at the présent time, however, it was 
agreed that large numbers of children were growing to 
adult life without sustaining this primary infection, and 
that an increasing number of persons in any community 
were failing to react to the Mantoux or von Pirquet test. 
Several interesting points were revealed by consideration 
of a graph constructed from the results of the Mantoux 
test carried out on 875 non-tuberculous persons in Sydney. 
First, a positive reaction occurred in a lower percentage 
of cases than would be found in large cities abroad; 
secondly, infection among “non-contacts” would be seen 
to be very slight in childhood, but a steady rise would be 
observed up to the fifth decade, which suggested that 
primary tuberculous infection was not infrequent in adults; 
thirdly, a higher percentage of positive reactions would be 
observed among the “contacts” in every age group, but 
particularly among those in the first fifteen years of life. 
Once infection had occurred, provided that it did not over- 
whelm the individual, he acquired immunity, as well as 
sensitivity to tuberculo-protein revealed by cutaneous tests. 

Reinfection might happen at any time after the initial 
infection, from within a few months to after many years; 
it might occur by reactivation of the bacilli already present 
in the patient’s own body (endogenous reinfection) or by 
further bacilli introduced from without (exogenous 
superinfection). The weight of evidence appeared to be 
very much in favour of reinfection being endogenous in the 
majority of cases, but exogenous reinfection occurred as 
well, and might be a source of danger. The outcome after 
reinfection was determined, broadly speaking, by the size 
of the dose of bacilli and the resistance of the individual. 

Dr. Harvey said that the subject of resistance was 
complex; there was no scientific evidence in favour of the 
popular belief that tuberculosis could be inherited, although 
there was undoubtedly in some families a specific con- 
stitutional weakness or diathesis which increased their 
vulnerability to the tubercle bacillus. Resistance, or the 
lack of it, was inborn; it might also be racial. 

Radiography might reveal disease in the absence of 
signs or symptoms. The recognition of this preclinical or 
latent disease was a milestone in preventive medicine, 
radiography having demonstrated clearly that, during long 
periods of its activity, pulmonary tuberculosis was often 
symptomless. It was imperative that all cases of latent 
disease should, if possible, be discovered radiographically 
and carefully observed to determine whether the lesion was 
active or healed. 

Speaking of the prophylaxis, Dr. Harvey said that four 
things were essential to the success of a campaign to 
control tuberculosis. They” were (i) an adequate public 
health organization, (ii) a recognition of the part played 
by the general practitioner, (iii) a careful education of 
the layman, and (iv) a thorough education of the medical 
student in chest diseases. If these measures were 
cata instituted, then three objects were to be aimed 
a 

The first object, Dr. Harvey said, was an attempt to 
prevent primary infection, not only in the child, but also 
in the adult. The greatest source of danger was the 
sputum-positive patient, and the need for his segregation 
brought up a problem with two angles, that of clinical and 
that of preventive medicine. The clinician, concerned with 
the welfare of his patient, might disagree with the public 
health official, concerned with the community at large. The 
problem, however, could generally be solved by cooperation. 
Adequate accommodation, Dr. Harvey said, was essential 
for all, especially for patients with the disease at an 
advanced stage, and more hospital beds were urgently 
needed for patients in the early stages to permit of 
complete and prolonged rest and of more aggressive treat- 
ment than was usually available. Reform of “sanatorium 
treatment” was also badly needed in Australia. Collapse 
therapy provided a valuable means of preventing the 
dissemination of tuberculous sputum. 

Dr. Harvey said that the second object was to prevent 
reinfection. When persons were found to be infected, it 
was desirable that they, or the children, should, if possible, 
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be removed from the home; if this was not possible, risks | very much better than in the Old Country; there was no 


in the home could be minimized by care. Country 
preventoria should be established for infected children, and 
some system of boarding them out might be advisable. As 
a long latent period might intervene between infection and 
disease, “contacts” of all ages should be examined and told 
to report for further examination at regular intervals. 
X ray examination of the chest need not be made until the 
“contact” gave a positive reaction to the Mantoux test; if 
this examination revealed the presence of disease, every 
endeavour should be made to ascertain whether it was 
active or inactive. If there was any doubt, the patient 
should always be sent to a sanatorium; if the disease could 
reasonably be considered inactive, the patient should be 
closely observed and examined radiographically at intervals. 

Dr. Harvey stressed the importance of early diagnosis 
as an aspect of prevention; he pointed out that a diagnosis 
could often be made after radiological examination in the 
absence of physical signs and symptoms, and said that 
a carefully controlled publicity campaign might also be of 
value in this connexion Examination by radiography or 


fluoroscopy should be made of selected groups, especially of | 


young adults; later it might become possible to survey 
whole communities. The importance of educating the 
patient and of general home management should not be 
overlooked. 

Speaking of the increasing of resistance, Dr. Harvey said 
that it was a large question. Social and economic factors 
were of tremendous importance, and overcrowding and 
under-nourishment were powerful allies of the tubercle 
bacillus. The standard of living of poorer people should 
be improved, and an adequate balanced diet with plenty 
of the protective foods should be ensured as far as possible 
for all. 

The third object to be aimed at, and the one that 
represented the greatest need of all, Dr.-Harvey said, was 
a more sympathetic and practical consideration by public 


ments of Australia of the problems of tuberculosis, which 
was a preventible disease. The spending of money upon a 
comprehensive campaign would ultimately prove an 
economy to the government that was sufficiently 
enlightened to undertake the expenditure. 


Proressor GREY TURNER, at the invitation of the 
President, addressed the meeting. He said that he could 
not understand why there was so much tuberculosis in 
Australia. He had been in Australia for only a few days, 
but he had been impressed with the frequency with which 
old men had informed him that they had come here to 
recover from tuberculosis. 

Dr. Holmes had made some excellent points which all 
would remember. He had drawn attention to the value 
of public apprehension. The public must be gained over 
to the side of the medical profession and made to under- 
stand. Professor Grey Turner had been extremely 
interested in the graphs which had illustrated very well 
the points that Dr. Holmes wished to make. In looking at 
the graphs, those present had been looking at something 
which epitomized the history of the country, a history 
which ran parallel with many of the factors of importance 
in tuberculous disease, and something of the habits of the 
people were revealed in these graphs. The relationship 
between moftality from tuberculosis and the time the 
people spent in the open air, and the period in which the 
public had been addicted more to alcohol could be seen 
reflected in the figures. The great stress upon young 
women had also been noted elsewhere as a factor in the 
incidence of tuberculosis. The value of such figures in 
pointing to other avenues of infection was mentioned by 
the speaker. 

Dr. Holmes had expressed a hopeful attitude towards 
the results of treatment in tuberculosis dispensaries, and 
Professor Grey Turner thought that these institutions and 
the name of William Osler should always be mentioned in 
the same breath. He stated that in the Home Country it 
was felt that more attention should be directed not only 
to the early cases, but that much more care should be paid 
to the late cases. Housing conditions in Australia were 





difficulty in understanding contact infections in England. 
The more advanced patients should be segregated carefully. 

Dr. Bull’s paper had been a very delightful interlude, 
indicating the value of the association between veteri- 
narians and doctors. Quite recently, at Saint George’s 
Hospital, London, Sir Frederick Hobday had been appointed 


| to teach to medical students veterinary subjects of medical 
| interest. In the medical approach to these problems there 
| was a failure to illustrate tuberculosis throughout the 


whole of the animal kingdom; the association with the 
human counterpart should be graphically represented in 
museums and lecture rooms. Professor Grey Turner was 


| of the opinion that any domestic pet that died should be 


subjected to autopsy by an expert. The revelations might 
curb the universal habit of allowing little children to play 


| with these household animals. Recently some Cambridge 


workers had discovered the presenre of tuberculous 
disease in certain small field rodents, and further develop- 
ments of this research were being awaited. Work was also 


| being done in England on the examination of stomach 


washings for the recovery of evidence of tuberculous 
disease. 


Professor Grey Turner, in conimenting on the contribu- 


| tions of Dr. Cotter Harvey, referred to an anecdote of the 
| late Robert Jones, who had interrupted a few words of 


prayer for “power” by saying that ideas and not power 
were wanted. Dr. Harvey had told them that they did not 
want ideas only, but power, and had emphasized the fact 
that tuberculosis was not a disease that conveyed absolute 
infection, and had introduced the term “subclinical 
disease”, which was new to him. Professor Grey Turner 
was emphatic about the radiography which had been 


| advocated for the discovery of the disease in the early 
| stage. It ought to be of the very highest standard and 


interpretations should be’made by absolute experts. Even 


| though it was done on the large scale, every effort must 
health authorities and by the Federal and State Govern- | . S 4 


be made to discourage doctors comparatively inexperienced 
in radiography from doing this work. In the attempt to 
discover the early cases, some sort of authority would be 
needed to bring patients perforce to the notice of medical 
practitioners. So many people were disinclined to com- 
plain unless they were ill, and it was not uncommon to 
meet people who adopted the attitude that they would not 


allow anyone to examine their chests. 


Dr. Joun Date (Melbourne) said that the subject was 
such an immense one that a broad view as well as the 
detailed view taken by the other speakers should be taken 
of it. Dr. Bull had told them that tuberculosis was a 
disease of civilization. Dr. Dale thought that the parasite 
of tuberculosis had developed pathogenicity in the human 
race, in the first place, or especially whenever the con- 
ditions of civilization had led to depreciation of health, 
either by reason of unsatisfactory food supplies or other 
factors cutting off the stimulus of open air or lowering the 
resistance toinfection. It seemed that through the coming of 
the industrial era during 150 years of metropolitan civiliza- 
tion and through the working of women in factories there 
had been.an enormous extension of tuberculous disease. 
In countries in which civilization had been more advanced, 
very high mortality rates, as high as two or even three 
hundred deaths per hundred thousand people per annum, 
had been reached one hundred years earlier. With 
improving conditions these figures had tumbled down 
independently of any deliberate efforts to affect them. Dr. 
Dale thought that it was quite doubtful whether medical 
practitioners had done more than a very little; it was 
possible that the fall was the result of the course of 
civilization. Too much reliance should not be placed on 
the special methods that had been adopted or proposed. 
The need for preventoria had been mentioned twice that 
morning; Dr. Dale considered that the outstanding need 
was that preventoria should be made of the homes of all 
Australian people. If only particular children were picked 
out and safeguarded, the tubercle bacilli would slip round 
the corner and attack the children left behind. In the 
city of Melbourne, of which Dr. Dale was medical officer, 
he had over one hundred children living in the same 
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houses with known subjects of tuberculosis and scores 
more in contact with patients. For economic reasons 
alone, he was not able to move these children. The right 
note to strike was to keep on referring to the large amount 
of money that would be saved by reducing the incidence 
of tuberculosis. The medical profession should think and 
speak in terms of human welfare rather than in terms of 
highly suspect figures and books. 


Dr. J. Bett Fercuson (Melbourne) said that his reason 
for speaking was to repair one great omission in the 
discussion. The work of Sir Robert Philp, who had 
inaugurated the scheme of tuberculosis dispensaries, must 
be regarded as a basis for plans for the solution of the 
tuberculosis problem. In the time that had intervened not 
much improvement had been made on the outline laid 
down by Sir Robert Philp. Child contacts showed sub- 
clinical conditions that were not recognizable by routine 
test examination: Dr. Ferguson thought that many could 
be eliminated from the numbers of people to be examined 
if a survey of suspect cases and of young adults in 
industry could be obtained and if spread by cough spray 
and sputum could be controlled. If these things could be 
done, a method of controlling the disease would have been 
found. No attempt had been made to institute health 
surveys of young adults, and now that there was talk of 
national health insurance, Dr. Ferguson hoped that one 
of the duties of the “panel doctors” would be to keep the 
patients well and to include surveys of the young adults. 
Instead of the present audience, it would be better if all 
the politicians in Australia were sitting in that room, 
because the solution of the tuberculosis problem was purely 
a business proposition. The sum total of knowledge of 
this disease, if applied, was enough to secure the same 
gratifying results as had been secured in the stamping out 
of typhoid fever and other diseases; it was merely a matter 
of organization and money. 


Dre. L. B. Etwett (Brisbane) said that Dr. Dale had 
suggested that a preventorium should be made of the home. 
The experience at Papworth, near Cambridge, and at 
Preston Hall, in Kent, showed strikingly that 
preventive measures were the adopted system in the home, 
not only had the morbidity of tuberculosis become non- 
existent, but the incidence was very low. Tuberculous 
patients and their families were settled at Papworth in 
model homes and all were kept under regular medical 
supervision. 


a period of thirteen years. He believed that Moreau’s 


percutaneous test in relatively pure solution had been | 


adopted. The children were tested every six months in 


years not a single positive skin reaction had been obtained. 
Admittedly the test used 
positive reaction as the Mantoux test. The first positive 
reaction had occurred when a visiting person with open 
tuberculosis was introduced into the family; 
after this event one of the Papworth children reacted 
positively. 
achieved in the home even when both parents suffered 
from open tuberculosis. 


Proressor Harvey Sutton (Sydney) said that certain 
of the aspects referred to by Dr. Holmes were aspects he 


always talked about in teaching preventive medicine to | 


students. He thought that Dr. Holmes had said a great 
deal about mortality and very little about morbidity. He 
would like to make it clear to Professor Grey Turner that 
tuberculosis was not imported into Australia to any con- 
siderable extent; this had been proved by the analysis of 
Professor Cleland’s autopsies. 

Professor Harvey Sutton then drew attention to the 
extent of urbanization of the population in Australia and 
to the fact that Australians were also condemned to 
industrialization. In urban, and particularly in industrial 
communities, there was considerably more tuberculosis 
than in rural communities. He was not too hopeful about 
the prospects of conquering tuberculosis readily. It was 
the chief killer in the age group 40 to 45 years, and ran 
neck to neck with cancer in the age group 50 to 55 years. 
They should frankly admit that the extent of the morbidity 


when | 





At Papworth, skin tests had been made over | 


was not as liable to give a | 


six weeks | 


Such an experience showed what could be | 





of the disease was not known; the medical profession 
would not give the information. For every one hundred 
people who died of tuberculosis, only 150 were notified as 
suffering from it; at least 300 and perhaps 600 would be 
more accurate notification figures. Professor Sutton 
suggested that a start should be made nearer home, and 
that the morbidity and mortality occasioned by the disease 
among medical men and medical students should be 
ascertained. For example, there were 5,000 or 6,000 
members of the medical profession and a whole swarm of 
medical students in Australia; the application of the 
Mantoux test and of radiography of the chests to this 
group could be expected to supply important data. 

Another difficulty was to decide how to pick those likely 
to develop tuberculosis in the community. The word 
“diathesis” was frequently used, but its meaning in con- 
nexion with this disease was not plain. A start could be 
made by teaching personal hygiene more thoroughly to 
those under medical care. The previous speakers had 
avoided the problem of the high incidence among young 
women. Professor Harvey Sutton considered it a striking 
fact that the weight of young female entrants, for instance, 
to the Education Department, had been nine or ten pounds 
heavier ten years ago than it was today. This falling off 
in weight did not happen by accident. Tuberculosis was 
an industrial disease, and the medical profession had failed 
in the application to females of those measures that had 
been successful in the case of males. This should be said 
plainly and an attempt should be made to do something 
about it. Poverty was talked about in a general way, but 
the medical profession should go in earnest into the question 
of housing sclHemes and of proper schemes of nutrition. 
Perhaps exercise systems in the open air should be 
adopted. It was difficult to decide which were the 
important factors. The medical profession was asleep and 
in a backwater and wanted waking up to its duty. 


Dr. Jonn Hueues (Sydney) referred to twe points, atten- 
tion to preventoria and attention to adolescents; these 
points should be clarified. He did not agree about the 
need for preventoria; Limonhurst, in America, had been 
closed. He asked at what time it was proposed to place 
children in the preventoria and for how long they would 
be kept there. Would the age limit be set at twelve years, 
or raised to fourteen or fifteen years, as at Limonhurst? 
The percentage of children who had developed tuberculosis 
after having been at Limonhurst had been found to be just 
as great as among those not at Limonhurst. 

In New South Wales there were two preventoria 
supported by the Red Cross. Children were admitted for 


addition to being regularly supervised, and in thirteen | six or even nine months each year up to the age of twelve 


years. This system could be regarded as an annual 
holiday for the children; but if public money was to be 
expended on these projects he wondered whether it could 
not be spent more wisely. One value obtained in the Red 
Cross preventoria was that the stress laid upon the 
importance of the annual holiday acted as a pointer to the 
danger of the development of tuberculosis in adolescents. 

Dr. Hughes, after commending D’Arcy Hart’s paper that 


| had been published in The Lancet and Dr. Cotter Harvey's 


suggestion of the possibilities of surveys of adolescents 


| and young adults, said that ft would be very wise to survey 


the age group fifteen to twenty-five in tuberculous families. 
It had been the policy of the Red Cross workers in New 
South Wales to emphasize the family incidence of 
tuberculosis, and concentration on that group would lead 
to the discovery of many early cases of tuberculosis. I' 
a peer some in New South Wales in the years since 


Proressor H. A. Wooprurr (Melbourne) rose to speak 
because he wanted to commend the formation of a section 
of, comparative pathology or comparative medicine in 
future meetings of congress. He had been present at the 
International Congress in London in 1890, at which Koch 
had said that bovine tuberculosis was almost innocuous 
to the human being. The Royal commission that was set 
up soon afterwards had been the starting point for much 
of the modern attack on tuberculosis. In the Royal Society 
of Medicine there was a comparative medicine section. 
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In the matter of bovine tuberculosis the medical profes- 
sion had a duty to help the veterinary profession to obtain 
the establishment of measures for the eradication of this 
condition. He felt that veterinarians had been ploughing 
rather a lonely furrow in the fight against bovine 
tuberculosis. In Australia many politicians thought them- 
selves authorities on stock diseases, if not on human 
diseases, and these facts frequently determined the policy 
adopted. The support of the medical profession carried a 
lot of weight and should be forthcoming to ensure the 
adoption of sound measures. As an instance, Prefessor 


Woodruff mentioned that in Victoria there was a com- . 


pensation fund for the slaughter of cows that had 
tuberculosis. If the compensation was too liberal it paid 
a man to keep tuberculous cows; collaboration between the 
health authorities, members of the medical profession, 
comparative pathologists and veterinarians was frequently 
to be desired. Professor Woodruff mentioned that only 
5% of pigs were condemned in bacon factories and 25% of 
pigs were condemned when dairy supervision had not been 
carried out for the milk fed to the pigs. If dairy super- 
vision had such a material effect on the milk fed to pigs, 
it could be inferred that it would have at least a similar 
effect on milk for human consumption. 


Dr. J. NewMAN Morris (Melbourne) said that he hesi- 
tated to interfere in this interesting discussion. They 
had been listening to experts on the subject and had 
been.impressed with the number of suggestions made and 
the field of inquiry which still existed. He happened to 
represent the British Medical Association on the National 
Health and Medical Research Council, and he trusted that 
the outcome of the meeting would be that some resolutions 
would be carried the application of which would have 
some influence on the solution of the problem under 
consideration. He proposed: 


That this congress is of the opinion that the 
economical factor is of the utmost importance in 
the control of tuberculosis and that in order that 
the resistance of contacts may be improved and 
maintained, a system of allowances should be 
introduced by the Government which will enable 
the nutrition of the families of tuberculosis 
patients to be adequately provided for. 

That the congress is of the opinion that in view 
of the evidence of the spread of tuberculosis 
through infected milk and in order to safeguard 
the community not only from infection by tuber- 
culosis, but also from infection by various other 
diseases through the milk supply, all milk used 
for human consumption should be pasteurized. 


Proressor Harvey Sutron seconded both these resolu- 
tions, which were carried without discussion. 


Dr. Hormes, in reply, referred to the comments by Dr. 
Bell Ferguson on the importance of Sir Robert Philp’s 
work. Dr. Holmes cordially agreed about the value of 
the work and pointed out that he had stressed Philp’s four 
cardinal points in his paper. 

Professor Harvey Sutton had suggested a survey of 
medical students and members of the medical profession, 
and Dr. Holmes endorsed the wisdom of this suggestion. 
He stated that a complete survey was being carried out of 
the families of tuberculous ex-soldiers, and he was con- 
fident that the incidence would be found to be low because 
of the care that had been bestowed on these men. 

In reply to the question that had been raised by Dr. 
Hughes about preventoria, Dr. Holmes said that his idea 
of a preventorium was a place to which one could send a 
child who was being reinfected in his own family sur- 
roundings. His attention had been directed in Canberra 
to a tuberculous mother with two boys, three and five years 
of age. The children had been affected, but had not been 
really ill. In each case the skin test and the skiagrams 
gave positive findings. The boys were sént to one of the Red 
Cross homes for six months, and although five years had 
elapsed since then they had remained in excellent health. 

Dre, Lionet Buix said that he had very little to add to 
his opening remarks. He had his own personal doubts of 
the reliability of the figures concerning the bovine type 








of tuberculosis, because he knew that the separation of 
Bacillus tuberculosis into the various types had been 


carried out altogether inadequately. The amount of work 


done was quite insufficient to justify the conclusion which 
might be reached. It would be a wrong conclusion if 
those present went away from the meeting with the belief 
that bovine tuberculosis did not cause any of the tuber- 
culous infections of bones and joints. The suggestion of 
Professor Woodruff for close collaboration and the setting 
up of a special section might be of value, if by these means 
congress supported attempts made to ensure the supplying 
of milk only from healthy animals. 


Dr. Correr Harvey said that as no one else had done so, 
he would like to criticize his own paper. The scheme he 
had drawn up bristled with difficulties. He wished to make 
it clear that he did not regard radiology as the beginning 
and end in diagnosis. It must be kept in its place. He 
could recall instances in which patients had shown 
symptoms and actually had had tubercle bacilli in the 
sputum, although the skiagrams were “negative”. He had 
not intended to sheer off the problem of the high incidence 
in young females. He thought that child-bearing, the 
industrialization of these women and the stress for them 
of modern life were the pertinent factors. He agreed with 
Dr. Holmes on the value of preventoria in breaking the 
contact. The village settlement was an interesting sub- 
ject, but it was very difficult to assess the value. He 
deprecated the creation of a small, highly specialized and 
privileged class, because it must be recognized that a 
village settlement could not possibly pay for itself. In 
conclusion, Dr. Harvey paid a tribute to South Australian 
members of the profession who had played a prominent 
part in the planning of measures to combat tuberculosis. 
In particular he referred to the pioneer work carried out 
by Dr. Frank Hone eleven years earlier, and to the very 
valuable scheme enunciated by Dr. Southwood. 


The Poliomyelitis Epidemic in Melbourne. 


A special combined meeting of the sections was called to 
hear an address by Dr. F. V. Scholes, of Melbourne, ‘on the 
subject of the epidemic of poliomyelitis occurring in 
Melbourne. 

Dr. Scholes said that when any outbreak of an infection 
caused by a.virus took place, sooner or later it came to an 
end. He instanced measles, rubella and smallpox. A 
number of cases dragged on for a while in the community 
and then no more cases occurred. In speaking of a com- 
munity, Dr. Scholes said that he might be referring to a 
home, a town, a state or a whole continent. The metropolis 
of Melbourne covered an area in excess of 100 square 
miles, and the population exceeded 1,000,000. When the 
time came for them to say that there was no longer a 
case of the disease in question, what had happened to the 
virus? Dr. Scholes said that there were only five possible 
answers: 

1. The virus was still active and circulating. This 
answer could not be accepted. 

2. The virus was active, but was not circulating and did 
not cause any clinical disease. Again they could not 
accept this. 

3. The virus was active and circulating, but was causing 
subclinical attacks. They would have to discuss the 
possibility of this solution of the question. In the case 
of measles occurring in any community, at the end of 
a few weeks there could be very few subclinical attacks; 
in the case of rubella they might have quite a number of 
subclinical attacks. At the other extreme lay poliomyelitis. 
Ordinarily it was fleeting and invisible; they knew that 
large numbers were attacked, but few gave clinical 
evidence of it. After the expiration of, say, twelve months 
it was necessary to ask whether there was any poliomye- 
litis virus left in the community. If they took the possi- 
bility that some active virus was left: the virus went 
through thirty-six generations a year, and even if they 
postulated two contacts only to each case, the diminishing 
number of people remaining liable to infection could 
account for the whole population of Australia. 

4. The virus was relatively or very inactive, and 
remained inactive until it lit up to produce an epidemic. 
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Dr. Scholes considered that this would be an attractive | 
answer because by means of it it might be possible to | 
account for the sporadic cases that occurred. He did not 
think that the virulence, toxicity or activity of a virus 
could be subjected to variation, and reluctantly this | 
answer had to be discarded. 

5. The virus died. No more remained. In his opinion 
this was the only rational or acceptable answer. The last 
cases of poliomyelitis, prior to the present epidemic, were 
two in August, 1936. There had been no measles in 
Melbourne since February, 1936, which was a very long time 
between epidemics of measles; indeed, there had been none 
in Victoria since June, 1936, when two cases had occurred 
in the Seymour district. If Victoria could be completely 
isolated, which was not possible, there would never again 
be a case of measles in Victoria. The virus then was 
exotic; it was imported into a community. There was a 
strong chain of circumstantial evidence in proof of this 
view of the commencement of the present epidemic. It 
was on that basis, then, that the authorities had to con- 
sider the advisability of instituting local quarantine or 
general quarantine measures. These measures were 
possible only if all communications were entirely dis- 
located, and Dr. Scholes did not think that this could be 
done effectively. This disease began in neither an 
industrial area nor an exclusively residential area, but in 
one in which the class of people lived in homes worth 
about £1,000 each; the Consultative Council was formed 
by the Government while the disease was still localized 
in that area and the virus was in the third generation. 
Only two little overflows had occurred to the south and 
west respectively; in addition, there were some features 
which were quite unusual. Dr. Scholes had studied this 
disease since 1908, when he had come in for the tail-end 
and aftermath of a severe epidemic which was particularly 
malignant in country districts. 

The unusual features were four in number: 

1. The unusual transmissibility and the short and 
transitory character of the contact from person to person 
which resulted in clinical attacks. 


2. The high percentage of clinical attacks in proportion 
to subclinical cases. 

3. The familial incidence; in an epidemic only six weeks | 
old there had been nine examples of two cases in one 
family, and, indeed, one example of three cases in one 
family. 

4. A much higher incidence than usual of respiratory 
and of pharyngeal cases. In four weeks 129 patients had 
been admitted to the Infectious Diseases Hospital, and 
twenty of them had been treated in the respirators. 
Excluding one, who had died within a few hours of 
admission to hospital, nineteen had had the benefit to be 
obtained from this special treatment. As one who had had | 
to endure the spectacle of deaths from respiratory failure 
and the agonies of laryngeal diphtheria, Dr. Scholes 
described himself as thrilled beyond measure with the 
results of treatment in the respirators. Thirteen of the 
nineteen patients would recover and with very little if 
any disability. Without the respirators it was certain 
that they would all have died. , 





| total number of clinical cases would be. 


Dr. Scholes wondered whether he had been dealing with an 
unusually potent type of virus or an activated form of the 
ordinary type, or with a virus that had been lying 
dormant. If the epidemic had arisen from the New Zealand 
epidemic which had commenced in January of that year, 
it would have been expected that the experiences would be 
similar. The virus would have been similarly severe rather 
than more potent and more virulent. 

The Council had decided to declare the area first 
involved an infected area. The effect on the people in that 
area was that they were terrified; the schools were closed 
and each person kept his children behind a padlocked 
gate. The object had been not to prevent an overflow, 
because that overflow had already occurred, but to slow 
down the spread of the infection by cutting that area off 
to a certain extent from the rest of the community. The 


| principles that the Council relied on during the first week 


or two were: (a) to minimize aggregations of children in 
groups with avoidance of all unnecessary gatherings of 
children, and (bd) to limit the movement of children both 


| in and from the infected area. 


The disease had burnt itself out in a little over four 
weeks in the defined area and in neighbouring districts 
where the two leakages had occurred. There had not been 
a new case in the original area for three weeks. In the 
meantime, another isolated focus in the extreme north- 
west of the metropolis and another in the extreme south- 
west were progressing slowly, and in these foci the virus 
had reached the third generation with two or three or four 
clinical attacks each time. The condition had moved 
until now one of the inner industrial areas had become the 


| main focus of the disease’ and was furnishing the majority 


of the new cases with the same features as the early cases. 
Another industrial area was also affected, but he had noted 
carefully that between them lay a residential district in 
which quite a number of sporadic cases had occurred in 
recent years, and it seemed reasonable to assume that the 
population was relatively immune. There were large areas 
of industrial suburbs and country districts which had not 
yet been touched, and it was hard to forecast what the 
It certainly was 
not safe to say that the disease was reverting to the normal 


| type. 


An important decision had to be made soon as to the 
course of action to be adopted in the defined area where 
the disease had burnt itself out. The time and extent of 
the lifting of the restrictions required careful considera- 
tion. No one could say how many of the children remained 
unimmunized. They had interrupted Nature and had 
defeated Nature’s efforts to a certain extent. It was 
difficult to,decide when to reopen the schools that had been 
closed. He thought that the whole of the schools would 
be reopened at the one time, but under certain restrictions, 
such as the exclusion of small children from attendance. 
Dr. Scholes gave an account of the classification of the 
clinical features of the patients in his charge and of the 
measures that had been adopted to protect the nursing 
staff and others from infection and from spreading infection, 
and he made it clear that in any of the opinions he had 
expressed he was speaking personally and not for the 
Consultative Council. At the termination of the address 


| Dr. Scholes answered questions. 





Combined Meetings of Sections. 


SECTION OF MEDICINE, SECTION OF SURGERY, 
AND SECTION OF RADIOLOGY AND 
ELECTRICAL THERAPY. 


Str Hue Devine (Melbourne), in the opening paper, 
discussed the causes of peptic ulcer because treatment, he 
thought, should be placed on a causal basis. He said that 


| peptic ulcer was found wherever peptic influences were 


| exerted, even at the neck of a Meckel’s diverticulum, which 


The Treatment of Peptic Ulcer. 

A COMBINED MEETING of the Section of Medicine, the 
Section of Surgery, and the Section of Radiology and 
Electrical Therapy was held to discuss the treatment of 

peptic ulcer. Prorzsson Grey Turner occupied the chair. | 


contained dystopic gastric mucous membrane. In_ the 
stomach and duodenum peptic ulcer was curiously limited 
to certain areas. This limitation was brought about by 
muscular action and by anatomical peculiarities of the 
different regions of the stomach. Ulcer did not form in 
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those regions where acid was secreted. Possible causes of 
peptic ulcer were pathological alterations in the peptic 
juice, in its secretory phase and in the gastro-duodenal 
wall, and also a precedent chronic gastritis. The higher 
the concentration of acid in the peptic juice, the more its 
erosive digestive power. Pure undiluted gastric juice 
could injure the gastric wall. Pure undiluted gastric 
juice turned on to the jejunum, which was less resistant 
to the action of acid than the duodenum, could produce 
ulcer in nearly every case. Thus, the action of a highly 
acid gastric juice or of a normal gastric juice undiluted by 
gastric secretion or fluid was potent to produce ulcer 
without any precedent devitalizing condition of the gastro- 
duodenal wall. This, of course, might not happen in all 
cases. In certain types of ulcer, pathological alteration 
of the gastric or duodenal wall was a precedent condition; 
and in some cases, such as in acute or subacute ulcers, 
probably this was the main factor. In this respect, 
defective circulation in the gastroduodenal wall or loss of 
vitality due to infective or toxic spoiling was a factor 
which was often obvious clinically. On the Continent a 
theory of precedent chronic gastritis was much in vogue, 
and much observation had been put forward to show that 
a peptic ulcer was merely a late symptom of a. chronic 
gastritis—actually an ulcerous gastritis. Such a concep- 
tion would, of course, entail a basis of treatment contrary 
to beliefs held at present. 

Most of the conceptions with regard to the causation of 
peptic ulcer could be reduced to two: the action of gastric 
acidity and alterations of vitality in the gastro-duodenal 
wall. It was possible that these were varying factors in 
the production of peptic ulcers and produced ulcers of 
different degrees of tractability in their response to treat- 
ment. When the acidic factor was the dominant one, its 
effect was not always removable by medical measures or by 
simple operative measures, such as gastro-enterostomy, and 
more radical measures like partial gastrectomy were 
required. 

Sir Hugh Devine then discussed the question of when 
the treatment of peptic ulcer should be medical and when 
it should be surgical. He said that there were certain 
types of gastric and duodenal ulcer which were associated 
with a diathesis and which were not amenable to medical 
treatment because this treatment would not remove the 
cause of the peptic ulcer. There were others, however, 
which were unassociated with a diathesis in which the 
causes of ulceration other than acidity played a part, and 
such cases were more amenable to medical treatment. 

The type of ulcer for medical treatment should be care- 
fully selected. The diagnosis of innocent ulcer, too, must 
be certain. Since medical treatment of peptic ulcer had 
come more into vogue, Sir Hugh Devine had seen many 
patients treated for peptic ulcer who had turned out to be 
suffering from gastric carcinoma. In these cases the 
clinical manifestations were those of innocent peptic ulcer; 
and the X ray diagnosis also had been that of ulcer. These 
conditions were often caused by a type of gastric carcinoma 
which was not very radiologically obvious. 

In surgical treatment the indications should be definite. 
The ulcer should be clearly demonstrable on X ray examina- 
tion. The ulcer should have been refractory to faithful 
medical treatment. Secondary changes, such as penetra- 
tion, pyloric or hour-glass stenosis, were definite indica- 
tions for surgical treatment, as also was the suspicion of 
malignant degeneration. A definite diathesis associated 
with a very chronic ulcer was also an indication for 
surgical treatment. 

The main principles in surgical treatment were the 
removal of the primary cause of the ulcer, of the area of 
tissue permanently or partially destroyed by ulceration, 
and of any distant infective focus, such as an inflamed 
appendix, which might have been the original cause of 
the ulcer. .Gastro-enterostomy as a treatment of peptic 
ulcer was not very satisfactory, although it was regarded 
by the inexperienced gastro-enterologist as a most suc- 
cessful operation. It was an operation that required a 
great deal of knowledge as to when it could be properly 
applied to the physical conditions present in an individual 
patient. It was an operation which was attended with 





many unforeseen after-effects. It was frequently followed 
by jejunal ulcer. Chronic gastric ulcer was most amenable 
to surgical treatment, and gastrectomy was the operation 
of election because it removed the cause as well as the 
ulcer. The surgical treatment of duodenal ulcer was 
difficult. Where gastro-enterostomy would cure a duodenal 
ulcer in nearly all cases, faithful medical treatment would 
do the same. In the past, too many gastro-enterostomies 
were performed for a type of ulcer which might very well 
be medically cured. 

In the very bad type of duodenal ulcer with secondary 
changes, Sir Hugh Devine found that an operation which 
he himself had devised—partial gastric exclusion combined, 
perhaps, with a. partial resection—was the most satis- 
factory form of surgical treatment. In was an operation 
which was not difficult to perform; if jejunal ulcer or 
gastritis developed, the gastro-entero-anastomosis could be 
undone and the stomach restored to its status quo. It» 
gave the same therapeutic results as partial gastrectomy 
—_ duodenectomy, with very much less danger to the 
patient. 


Dr. O. A. A. DietHetm (Sydney) said that the modern 
trend of medical opinion was that uncomplicated gastro- 
duodenal ulcer was essentially a medical ailment. The 
great majority of peptic ulcers, probably 80% to 85%, 
tended to heal quickly within six to eight weeks and 
broke down even more quickly if the diathesis and main 
ztiological factors were not appreciated. The main trouble 
lay in preventing recurrences with all forms of therapy. 

Chronic indurated ulcers without any tendency to heal 
spontaneously formed only a small percentage of gastro- 
duodenal ulcers, probably about 10%. 

Pyloric obstruction was not invariably a definite indica- 
tion for surgical assistance. Obstruction might occasionally 
be due to surrounding edema and infiltration and not 
always to cicatricial tissue. In such cases medical therapy 
in hospital, with aspiration of the stomach contents at 
night at least three hours after the last food was taken, 
would, as an adjunct to treatment, often relieve this 
complication. 

Medical therapy meant complete rest in bed for two to 
four weeks, a diet that was recognized and containing milk 
as its basis, the administration of certain drugs, particu- 
larly alkalis and belladonna or atropine, and the removal 
of all gross septic foci. In addition, alcohol and tobacco 
should be prohibited, and as far as possible all sources 
of worry and anxiety eliminated. 

Dr. Diethelm considered ambulatory treatment to be only 
a makeshift at the best. At the same time, he pointed 
out that the invaluable aid that surgery could give and 
had given in the treatment of gastro-duodenal ulcer, 
especially in certain complicated cases, should be recog- 
nized. He also held that that close cooperation and con- 
sultation between physician and surgeon were often 
necessary. 

Certain types of ulcer were particularly suitable for 
medical treatment: (i) when the diagnosis was made for 
the first time; (ii) when ulcer occurred in young people 
with good general health; (iii) when the ulcer was acute 
and the history was short, and in the polycyclic type with 
periodic remissions. In the past, medical treatment had 
frequently been unsuccessful because it was not realized 
that after the ulcer had healed the diathesis remained, so 
that unless the essential exciting causes were eradicated 
and the accessory. causes removed, recurrence was likely 
to occur. 

The principles of treatment comprised a consideration 
of sepsis and the infective factor, the acid factor, the 
accessory factors. Discussing these seriatim, Dr. Diethelm 
said that one of the first necessities was to remove all 
septic foci, particularly septic teeth and a pathological 
appendix, which were the commonest associations. In 
addition, septic tonsils, infected antra or sinuses and a - 
diseased gall-bladder all merited consideration. The 
presence of hydrochloric acid, not necessarily an excess 
of acid, was in the opinion of most authorities an essential 
factor in the formation and particularly in the develop- 
ment of a peptic ulcer. Of the accessory factors tobacco 
was most important. Others of importance were nervous 
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influences, especially the anxiety factor, and all forms 
of mental strain. 

Dr. Diethelm then discussed in detail the medical treat- 
ment. He said that rest was of prime importance for 
permanent results. The patient should be in bed for two 
te four weeks at the beginning of treatment. Actual work 
should not be resumed for at least two, and preferably four, 
weeks after the patient left hospital. 

The diet of an ulcer patient should be regulated on the 
following main general principles. Frequent feedings should 
be undertaken, at first every hour or at most every two 
hours, with small quantities of a food which was nourishing 
and non-irritating, with milk as its basis; this would pass 
out of the stomach quickly and combine well with hydro- 
chloric acid. In the second place, all foods which promoted 
secretion of hydrochloric acid should be avoided, and 
foods, such as those containing a high fat percentage that 
inhibited hydrochloric acid secretion, should be given. 
Milk was an ideal food, and it might be further improved 
by adding citrate to prevent the formation of a tough 
clot in the stomach. 

Alkalis were an essential part of ulcer therapy if no 
contraindication existed, but the secret of successful alkali 
treatment was that it must be intensive. In the presence 
of kidney trouble or in old people to whom the administra- 
tion of ordinary alkalis might do harm, the tertiary 
(tribasic) phosphates of calcium and magnesium should 
be used. Synthetic magnesium trisilicate had been recently 
advocated as being particularly valuable, especially in long- 
standing chronic peptic ulcers, on account of its supposedly 
superior absorbent, antacid and antipeptic qualities. 

The danger of alkalosis was not serious if ordinary care 
was used, and if precautions were taken in the administra- 
tion of alkalis to old people or to people with defective 
kidney function. The condition, which was really due to 
a depletion of chlorine from the body, usually appeared 
in the first week or two, if it was going to occur, and was 
less likely to occur in gastric than in duodenal ulcers. The 
danger could probably be reduced by the addition of 
more salt to the diet. 

Olive oil was a very valuable preparation; it diminished 
acid secretion and had a nutritive and possibly an aperient 
value. Atropine and belladonna were invaluable drugs to 
assist alkalis; they might be given in various ways sub- 
cutaneously or by mouth. Bismuth salts were possibly 
useful. 

The main objects of aspiration were: (i) to be certain 
that sufficient alkali was being given; (ii) to draw off 
any free hydrochloric acid at night if this was not all 
being neutralized. Aspiration was probably not necessary 

as a routine measure if the diet was properly regulated 
and if sufficient alkali and belladonna or atropine were 
being given. Aspiration at night was most useful in some 
cases, particularly duodenal ulceration associated with 
slight pyloric obstruction, when the latter was due to 
surrounding edema and inflammation. 

Discussing permanent after-treatment, Dr. Diethelm said 
that lack of care was one of the commonest causes of 
ultimate failure of medical therapy. The main rules were 
concerned with dieting: (i) All foods which excited a 
free flow of gastric juice should be avoided. (ii) All 
foods likely to leave a residue should be avoided. (iii) 
Food should be eaten slowly and properly masticated; 
large meals should be avoided. . 

Probably the use of histidine was an advance in ulcer 
therapy. It was just possible that histidine might hasten 
healing. At the same time the extravagant claims made 
for histidine were not warranted, and one was not justified 
in using it as a substitute for rest, diet and the usual 
medical measures. In Dr. Diethelm’s experience it had 

harmless and non-toxic. 


De. Joun O’Suittivan (Melbourne) spoke on the 
important part played by radiology in the diagnosis and 
treatment of gastric and duodenal ulceration. He referred 
to the pioneering work of the earlier radiologists, which 
had in no small way contributed to the development of 
gastro-enterology. He emphasized the value of repeated 
examinations in the diagnosis of ulceration and in the 
control of treatment. By means of lantern slides of 
pathological specimens and of radiographs he demonstrated 





the heaping up of the mucous fhembrane on the periphery 
of the ulcer crater and its important part in the forma- 
tion of the ulcer pocket. He also explained the difficulty 
of demonstrating the acute erosion or the hemorrhaging 
ulcer, neither of which had this circumferential mucosal 
wali around it. 

Dr. O’Sullivan referred to the frequent associations of 
“gastritis” and “enteritis” with ulceration and _ its 
radiological appearances. He described the atrophic, hyper- 
trophic and granular types of ulceration, and showed 
slides illustrating their radiological appearances. At the 
same time he indicated the value of the mucosal film in 
the diagnosis of these conditions. He showed a series 
of films of a case of hypertrophic thickening of the 
mucosa of the antral region of the stomach. At operation 
a thickened mucosa with no infiltration was found. 
Resection of the antral region was performed. Micro- 
scopically this was pre-carcinomatous. The patient made 
a good recovery, but died two and a half years later with 
metastasis formation in the liver. Dr. O’Sullivan thought 
that possibly the pre-carcinomatous thickening of the 
gastric mucosa was parallel to a leucoplakic pre-carcino- 
matous condition of the tongue. 

Dr. O’Sullivan then showed films of cases of hyper- 
trophic pyloric stenosis in the adult. He also demcnstrated 
by means of films the characteristic narrowing of the 
antral region, with the rounded indentation of the base 
of the duodenal cap from the hypertrophied musculature, 
as described by Kirklin and Twining; the findings, he 
explained, had been confirmed at operation. The con- 
dition was hypertrophy of the pre-pyloric musculature and 
not of the pylorus proper. 

Dr. O’Sullivan explained the study of gastric peristalsis 
by making on one film two to three exposures of the 
stomach at ten to fifteen second intervals. He demon- 
strated slides showing an arrest of peristalsis and the 
subsequent appearance of the ulcer niche by the mucosal 
technique. He emphasized, however, that ulceration did 
not necessarily give rise to an arrest of peristalsis. 
Apparently it was necessary to have involvement of 
Auerbach’s plexus in the muscularis before this occurred. 
Hence the persistence of peristalsis when the ulcer had 
not penetrated deeply. 

Dr. O’Sullivan then explained the correspondence 
between the radiological appearances of the acute, chronic 
and healing ulcer, and also the differentiation between 
a carcinomatous and a simple ulcer by the size of the 
uleer, the sharpness of its contour, and by the presence 
of Kirklin’s meniscus sign. He laid stress on the import- 
ance of the mucosal film in differentiating the two 
conditions. 

ing the incidence of carcinoma on an ulcer basis, 
Dr. O’Sullivan said that this was rare in his experience. 
He quoted the statement of McCarthy, of the Mayo Clinic, 
that 10% to 15% of all chronic gastric ulcers showed 
early carcinomatous change. He dealt with the radiological 
diagnosis of duodenal ulcer and stressed the incidence of 
the condition as compared with that of the stomach. Ulcer 
was six times more common in the duodenum than in 
the stomach. 

By means of slides Dr. O’Sullivan showed the importance 
of the aimed snapshot technique in. the diagnosis of 
duodenal and pyloric ulcers. This method was, in his 
opinion, superior to the normal serial film. It was neces- 
sary to make films in various planes in visualizing ulcers 
on the lesser or greater curvature or on the anterior 
or posterior wall. 

Duodenitis, in which radiologically a swelling of the 
mucosa of the duodenum was observed, was a cause of 
symptoms of duodenal ulceration, although no ulceration 
could be shown radiologically, and although swelling of 
the duodenal mucosa could be shown on compression 
mucosal films. In these cases occult blood had been found 
in the feces. Hemorrhage probably occurréd from minute 
mucosal erosions. 

Dr. O’Sullivan showed the appearances of healing ulcer 
as controlled by X ray examinations at intervals, and 
also the early funnelling of the ulcer crater and its 
later disappearance in a series of cases. He referred 
to the disappearance of the en face niche, but said that 
there was very often a persistence of the mucosal folds 
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converging on the scar. He exemplified by films the 
radiological appearances of the stomach after gastro- 
enterostomy, with the usual accompanying “gastritis” and 
“enteritis”, and the importance of the mucosal technique 
in the diagnosis of jejunal ulceration. 

In those cases of gastro-enterostomy with a patent 
pylorus, the barium mixture passed through the pylorus in 
preference to the stoma. This, Dr. O’Sullivan thought, 
would explain the disappointment at times experienced 
after gastro-enterostomy when a patent pylorus was present 
and the happy results in cases of long-standing pyloric 
obstruction. 


Dr. B. T. Epye (Sydney) expressed his gratification 
at the choice of subject, stating that the subject was 
evergreen, as no finality seemed ever to be reached as 
to the cause and best methods for treating all cases of 
peptic ulceration. In his experience, the two chief types 
of patients referred to the surgeon were those who resisted 
medical treatment and those suffering from complications. 
He had found two causes of therapeutic difficulty. The 
first was wrong diagnosis. The first step should be to 
prove that the patient was really suffering from ulcer. 
Dr. Edye considered that an X ray report merely of 
deformity of the duodenal cap was insufficient grounds 
for the diagnosis of ulcer, as this appearance might be 
due to the gall-bladder or perigastric adhesions. He advised 
routine cholecystography and examination by the frac- 
tional test meal. All findings should be assessed together 
in conjunction with the clinical aspect. Thus if doubtful 
X ray findings were combined with an absence of acid, the 
question of malignant disease should be _ seriously 
considered. 

In regard to the fallacies of radiography, Dr. Edye 
quoted three patients suffering from advanced carcinoma 
ventriculi whose condition was overlooked and who were 
treated as suffering from anemia, duodenal ulcer et cetera. 
This was specially liable to occur if the ulcer lay 
posteriorly. Dr. Edye urged that the question of diagnosis 
should always be settled urgently, without any loss of 
time. His practice was to avoid operating whenever 
possible and to exhaust all medical methods first, as he was 
continually in fear of serious complications, such as 
jejunal ulcer. He advocated gastro-enterostomy for an 
ulcer high up on the lesser curvature of the stomach. 
For an ulcer near the pylorus he advocated gastrectomy of 
the Pélya type. For duodenal ulcer in a sthenic type of 
individual without gastric stasis he would advise against 
any operative interference, especially by gastrectomy. 
Stasis should always be proved to be permanent and 
organic before any operation was contemplated. Faced 
with a large penetrating ulcer, Dr. Edye advised a partial 
gastrectomy, including the first part of the duodenum, but 
the results were by no means satisfactory. 


Proressor D. W. CarMaut-Jones (Dunedin) stated that, 
following upon Meulengracht’s advocacy of feeding patients 
suffering from hematemesis upon a ‘full diet from the 
commencement of treatment, he had applied this principle 
to patients suffering from non-bleeding ulcers. He had 
allowed these patients a free diet except that the food 
was sieved and kept free from irritating aromatic sub- 
stances. The bases for this treatment were the prevention 
of starvation and neutralization of acid by food rather than 
by alkali. He quoted the case of a house physician, an 
athletic person, who suddenly had a severe melena, and 
who consented to follow this régime. The results were 
most satisfactory, and the patient had now been well and 
at work for eighteen months. Professor Carmalt-Jones 
stated that he would select this type of robust person for 
this treatment rather than the thin debilitated individuals. 


Professor Carmalt-Jones had not found alkalosis a fre- 
quent complication. He quoted the case of a young man 
who was vomiting, sick and irritable as a result of over- 
alkalization. He responded rapidly to withdrawal of 
alkalis, but ultimately required surgical aid. The same 
patient was recently readmitted to hospital with bilateral 
femoral thrombosis. On palpating the abdomen, Professor 
Carmalt-Jones was able to demonstrate that the fingers 
of the examining hand could be passed right around the 








greater curvature, as he had discovered could be done in 
patients with pyloric stenosis. The man died, but no 
stenosis was found at post mortem examination; instead, 
a gastro-colic fistula was present. This condition appeared 
to occur especially in patients with a high gastric acidity. 
In them could be demonstrated the same ready palpability 
of the greater curvature. The condition was amenable 
to radical surgery, according to Dr. Bell, a colleague of 
Professor Carmalt-Jones. 

Professor Carmalt-Jones finally asked whether in the 
experience of those present gastro-colic fistula had been a 
frequent complication of chronic gastric ulcer. 


Dr. S. O. Cowen (Melbourne) stated that he was anxious 
to receive assistance from the meeting in regard to 
instances of recurring bleeding after gastro-enterostomy, 
which, in his experience, could occur even three to six 
months later. One such patient had been seen by Sir 
Hugh Devine, but as yet no conclusion had been reached as 
to the next step advisable. Dr. Cowen stated that in such 
instances a radical removal of the ulcer-bearing area was 
necessary. Such patients passed through a critical period, 
even with the aid of a continuous blood transfusion. Dr. 
Cowen supported Professor Carmalt-Jones in his plea for 
a@ more generous feeding of these patients from the com- 
mencement of-treatment for hematemesis. He hoped that 
some discussion would take place on the question of jejunal 
ulceration occurring many years after operation. It was 
obvious that it was necessary to wait many years to 
assess the finality of surgical cure. 


Dr. I. A. Hamiiton (Adelaide) stated that he had found 
many dyspepsias to have much the same series of causatory 
factors; chronic appendicitis was the commonest. He 
thought the strain of modern living was of great impor- 
tance, but could not suggest how this cause could be 
modified. Referring tq Dr. Diethelm’s use of aspiration 
of the stomach contents, Dr. Hamilton had found that 
dilution of the stomach contents by copious water drinking 
was equally valuable and was a principle of treatment 
insufficiently widely known. He stated that he was pre- 
pared to say that duodenal ulcers could often be cured by 
water drinking alone. His plan was to give two glasses 
of water before meals, and again between meals in order 
to dilute the juice at the time when it was most acid. Dr. 
Hamilton attributed comparative failures after gastrectomy 
to operations on the stomach when it was inflamed. This 
could be obviated by proper pre-operative treatment, 
including frequent gastric lavage. 


Dr. J. Kennepy (Melbourne) admitted that uncompli- 
cated duodenal ulcer was the province of the physician, but 
asked for advice as to the care of jejunal ulcer following 
gastro-enterostomy. He quoted cases illustrating the return 
of large anastomotic ulcers twenty-five years after opera- 
tion. He described a patient who was treated by a 
physician for one year after gastro-enterostomy, during 
which time the patient was in great pain and became very 
debilitated, while X ray examination revealed a very large 
jejunal ulcer. Dr. Kennedy inserted a tube into the 
duodenum and gave the patient frequent nourishment in 
this way for three months. At the end of this time a 
further radiogram showed the complete disappearance of 
the ulcer; the patient was now well and working. Dr. 
Kennedy’s third patient had also a very large ulcer, ahd 
was treated in the same way with complete success. Dr. 
Kennedy asked whether these ulcers would return. He 
was further satisfied that functional pyloric stenosis 
occurred, but he never operated in such cases. Organic 
stenosis seemingly could as a result of medical treatment 
become much less apparent. He dreaded the occurrence of 
perigastric adhesions. Nevertheless, in his opinion, every 
chronic gastric ulcer required surgical treatment. 


Dr. G. Bett (Sydney) stated that he had had consider- 
able experience of peptic ulceration occurring in the 
returned soldier, and quoted the instance of a patient on 
whom he had performed partial gastrectomy twice. The 
pain was lessened, but the patient had recently developed 
calculi in both kidneys. Dr. Bell asked whether this was 
due to prolonged alkali treatment. He stated that he 
had become very conservative in the matter of surgical 
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treatment for peptic ulcer, and that in spite of the risk 
of a recurring ulcer, perforation and fistulz, ulcer patients 
were better left to the physician’s care. He had also 
received the thanks of patients whose gastro-enterostomy 
he had undone. He was ever in fear of missing malignant 
disease of the stomach, but even so, he preferred to leave 
peptic ulcer alone for as long as possible. At the same 
time it was unwise, Dr. Bell stated, to delay laparotomy 
in chronic gastric ulcer. He would consider an ulcer as 
chronic if it was unhealed after three or four months’ 
medical treatment. He asked for advice concerning the 
treatment of severe hemorrhage. There had been several 
deaths from this cause at Sydney Hospital recently when 
a large artery had been eroded; perhaps amongst these 
surgery might have been a life-saving measure. 


De. K. H. Hattam (Melbourne) congratulated his 
colleague (Dr. O’Sullivan) upon his thorough and 
enthusiastic contribution. As a radiologist, he issued a 
warning against too much reliance being placed upon a 
radiogram as an index of the degree of healing of a 
gastric ulcer. He quoted an instance in which, in spite 
of well marked clinical features of ulcer and the discovery 
of a large crater at operation with a small stoma, no 
signs whatever were detected radiologically. In regard 
to a lengthy retention of the barium meal in the stomach, 
it was necessary to remember that physiological as well 
as pathological obstruction could occur. He instanced an 
example in which, in spite of the fact that barium had 
been retained in the stomach for seven days, the index 
finger could be passed from the pylorus at operation because 
it was relaxed at this time. Medical treatment and the 
use of anti-spasmodics should be tried for a long period 
before a diagnosis of organic obstruction was made. 


De. K. Hitter (Melbourne) referred to the amicable 
nature of the discussion. He said that the time had come 
when a definite understanding was coming into being 
between the physician and the surgeon, and definite 
indications for surgical and medical treatment were 
becoming recognized. All agreed that medical treatment 
should be prolonged and initiated by a period of complete 
rest in bed. He asked when a gastric ulcer was to be 
termed “chronic”. He referred to a patient in whom an 
ulcer was considered to require surgical treatment as a 
result of the failure of medical measures, and at operation 
the ulcer was found to be almost healed. The frequently 
recurrent ulcer was a surgical matter; failure was fre- 
quent, and clinicians should be prepared to watch and 
wait for results. Dr. Hiller stated that too much had been 
asked of histidine; he had found that the effect was to 
give relief from pain and a feeling of well-being. He was 
of the opinion that histidine should not be given by itself, 
but only in conjunction with alkaline treatment. The 
attitude of clinicians, Dr. Hiller said, had now changed. 
Formerly both physician and surgeon claimed equally 
good results, and many sharp discussions followed claims 
by both branches of the profession. The golden rule was 
for the doctor to ask what he would do if he himself was 
the victim of a gastric ulcer. Medical treatment was still 
the best measure at the commencement. Surgical treat- 
ment was often most unsatisfactory, and the patient was 
often made worse than before any operation was under- 
taken. Dr. Hiller quoted the case of a colleague, who, as 
a student, had suffered from profuse melena, and who had 
had recurrent symptoms periodically ever since over a 
period of very many years. This illustrated the remarkable 
chronicity of the disease in some instances. Dr. Hiller 
had suggested that the discussion should take place as a 
result of seeing a patient when bleeding had occurred, and 
when it was held as a result that the patient was, there- 
fore, necessarily a candidate for surgical interference. 


De. J. G. Epwarps (Sydney) pointed out that Dr. 
O’Sullivan’s paper was based upon a considerable amount 
of original work. He stated that even with recent improve- 
ments in radiological technique, small ulcers and erosions 
must continue to escape detection. In regard to neoplasm, 
the cardiac end of the stomach would always be a difficult 
site from the diagnostic point of view. 





Proressor Grey Turner (London), the Chairman, stated 
that he regarded the meeting as a most profitable one 
and looked forward to reading the individual papers again. 
No one had any clear facts to offer concerning the origin 
of gastric ulcer. They were still very ignorant as to the 
ultimate cause. He attached great significance, however, 
to Pawlaw’s work as pointing a way to an underlying 
reflex process, ulcer probably being related to nervous 
factors. He thought that peptic ulcer was really an 
anxiety disease. 

The attitude of this meeting, said Professor Grey 
Turner, had shown how submissive surgeons had become 
in regard to the place to be ascribed to “medical manage- 
ment”. He preferred this phrase to medical treatment. 
The question asked was what they themselves would have 
done if afflicted with an ulcer. Professor Grey Turner 
remarked that there was no ulcer which would not heal 
as a result of medical management, but that did not mean 
that it might remain healed. He was surprised at the 
high standard which Australian surgeons set themselves 
in asking that their patients should still be well twenty- 
three to twenty-five years after operation. He referred 
humorously to Sir Hugh Devine’s description of the 
“English ulcer”. He was prepared to admit, however, 
that differences in peptic ulcers might occur in different 
countries, or even in different parts of the same country, 
just as variations occurred in the size of the stomach in 
several lands. He wished that there had been time to 
discuss the question of perforation, for the one reason that 
there was a tendency in England at the present time in 
favour of immediate resection after perforation. This 
radical procedure was all very well for experts, but if 
recommended to the general body of the profession, must 
inevitably do harm. The move had originated in Moscow, 
where it was possible to operate on such patients in a 
very few hours. In regard to medical treatment, he 
reminded the meeting that it was not only medicines, 
but attention to the whole habits and environment of the 
individual which made for success. He stated that they 
could all speak of extraordinary cases. He quoted the case 
of a boy, aged sixteen years, who suffered from a long 
series of perforated, gastric and duodenal ulcers. Finally 
one ulcer had to be closed by sewing the spleen over the 
site of the ulcer. This was followed later by the rupture 
of a perisplenic abscess. Following this, gastrectomy 
was performed. The patient made an excellent recovery. 
Subacute intestinal obstruction occurred, but after this, 
twenty years of good health followed. 

Professor Grey Turner was very impressed by the 
radiological contribution to the meeting. He pointed out 
that the resources of diagnosis were by no means at an 
end, and that the gastroscope might reveal ulcers which 
X rays had failed to detect. He emphasized the extreme 
importance of expert radiology in these cases, and referred 
to the bugbear of small hospitals perhaps equipped with 
good apparatus, but not staffed by sufficiently expert 
radiologists. 

Sm Hvueu Devine, in reply, confessed that each section 
of his paper had been designedly provocative. He stated 
that he was glad to hear Dr. Edye agree ‘that many causal 
factors existed and that in each instance there was a 
dominant cause which must be sought for. If this was 
dealt with, most ulcers could be cured with the exception 
of the “German” ulcer. Sir Hugh Devine stated that he 
considered the fractional test meal to be of no value, as 
he had seen examples of carcinoma with high gastric 
acidity. He preferred gastrectomy with prepyloric closure 
to gastro-enterostomy, as it was more certain and easier 
to do. As to the treatment of the bleeding duodenal ulcer, 
Sir Hugh Devine quoted the history of a patient who had 
had a series of gastrectomies until sufficient of the stomach 
had been removed to prevent further bleeding. Sir Hugh 
Devine stated that the surgeon should be ruthless, and 
often the only escape lay in the operation of gastric 
exclusion, which the speaker had developed. This operation 
ensured the retention of the hematinic principles and yet 
controlled acidity. A close modification of the operation 
had recently been adopted by Finsterer. The operation, 
according to Sir Hugh Devine, also allowed for better: 
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control of any associated gastritis or jejunitis, and if the 
operation was to be undone, the technical difficulties were 
much less. 

Replying to Professor Carmalt-Jones and Dr. Hamilton, 
Sir Hugh Devine stated that normal gastric acidity could 
produce an ulcer, but if the juice was dealt with by 
operation or water drinking, ulceration would be prevented. 
Dilution of this character was also Nature’s way of pre- 
venting ulceration. The physician also could cure the 
duodenal ulcer if he took the trouble to discover the 
emptying time of the stomach and advised water drinking 
as long as this period lasted. This measure had the 
advantage of being cheap and not fattening. Concerning 
the question of gastritis, he stated that the Swedish view 
was that every patient coming to the surgeon with an 
ulcer had an associated gastritis, but the important aim 
was to go further to the ultimate cause of ulceration and 
adjust this as far as possible before surgical interference 
was undertaken. As regards the use of the jejunal tube, 
the “English” ulcer would always heal, but the “German” 
ulcer would always resist healing. The reason for this 
might be known when they were able to say when the 
acid or infective factor was the more important. Finally, 
referring to Dr. Bell’s patient, a soldier with very high 
acidity, Sir Hugh Devine suggested that this was probably 
due to wrong “set” of the stomach, in other words, a 
myogenic cause for ulceration which could not be cured. 


Dr. O. A. A. DrernHetm (Sydney), in reply, agreed with 
Dr. Edye about the frequency of wrong diagnosis and its 
importance as a source of disappointment. Dr. Diethelm 
said that the fractional test meal was distinctly valuable 
in collaboration with other aids to diagnosis, and, taken 
in association with the clinical features, the discovery of 
an achlorhydric dyspepsia in the cancer age called for 
laparotomy. Dr. Diethelm stated that he had had no 
experience with the Meulengracht treatment, and judge- 
ment on its results must be suspended until a later period. 
He agreed that the preparation of the food was more 
important than its nature in regard to the question of 
ulceration. Aspiration was not necessary in the treatment 
of peptic ulcer. As a routine it was invaluable in con- 
trolling stenosis or obstruction when these were present. 
He agreed with Dr. Kennedy regarding the difficulty of 
cure in chronic gastric ulcer. He was very interested in 
the reports of feeding through the jejunal tube; it was 
really an extension of Einhorn’s technique which had 
fallen inte a rather undeserved disuse. The fate of the 
patient with peptic ulcer depended on the character of 
the underlying factors. In reply to Dr. Bell, Dr. Diethelm 
stated that the dangers from alkalis were in his experience 
few. He agreed that any unnecessary delay in diagnosis 
was dangerous and unpardonable. 





THE SECTION OF MEDICINE, SECTION OF PUBLIC 
HEALTH AND PREVENTIVE MEDICINE, AND 
SECTION OF OBSTETRICS AND 
GYNASCOLOGY. 





Pulmonary Tuberculosis and Marriage. 


A COMBINED MEETING of the Section of Medicine, the 
Section of Public Health and Preventive Medicine, and the 
Section of Obstetrics and Gynecology was held to discuss 
pulmonary tuberculosis and marriage. Proressor R. 
MARSHALL ALLAN occupied the chair. 


Dr. J. G. Histop (Perth) opened the discussion with a 
paper in which he discussed the subject from the medical 
aspect. He divided his discussion into three sections. In 
the first section he asked the question: “Should the 
tuberculous marry, and if so, in what circumstances?” 
In discussing this question, Dr. Hislop quoted several 
case histories, each of which exemplified a different stage 
of the disease. In relating one history, he asked at which 
stage of an artificial pneumothorax marriage might be 
allowed, and answered that he would allow marriage when 
the collapse had been satisfactorily maintained for twelve 


| a simple curettage. 








months. It was his experience that complications of 
artificial pneumothorax therapy were much less common 
in the second year following the establishment and main- 
tenance of adequate collapse. The ability of a male 
tuberculous subject to marry was dependent very largely 
on his financial state. The man had more to gain than 
the woman. Often marriage meant that he acquired his 
own establishment and obtained ease and nursing to which 
he had probably been unaccustomed. Marriage would 
bring extra responsibilities to a female tuberculous 
patient. As it appeared that no dogmatic answer could 
be given, every case had to be dealt with on its own 
merits. The main factors which influenced Dr. Hislop’s 
decision with regard to a female patient were, first, the 
length of time during which arrest had taken place and, 
secondly, the responsibilities and duties which the 
marriage would bring. When the lesion was active, but 
the infiltration was not gross, the financial circumstances 
of the patient might influence a decision. As a rule he 
would allow marriage when clinical and radiological 
examination showed freedom from activity for two years. 


To be consistent it would be necessary to forbid entirely 
the marriage of a person with an open lesion, but he 


could conceive of circumstances which would make the . 


marriage of benefit to the patient. At the same time the 
other person in the partnership had to be considered. 
Dr. Hislop’s experience had been most depressing. He 
could recall only two instancés in which it might possibly 
be held that marriage had altered the rate of progress 
or assisted treatment of a male patient with an open 
lesion. He could recall instances in which marriage was 
beneficial to a female patient with an open lesion; but 
even they were few and were the result of affluence and 
what affluence could bring. When the prognosis was bad 
and well nigh hopeless for any form of treatment, patients 
of neither sex should be allowed to marry. The general 
answer to the first question was thus: “No, except when 
the possibility of arrest of the disease were considerable.” 

Dr. Hislop’s second question was: “If a tuberculous 
patient was allowed to marry, should pregnancy be 
allowed?” He was tending to the opinion that pregnancy 
was not a real cause of anxiety in the second year of a 
well-controlled pneumothorax, but he advised that preg- 
nancy should not occur until two years after the com- 
pletion of the pneumothorax. He was opposed to 
pregnancy when the patient was in the active stage of 
the disease, having seen many examples of the rapid 
spread of tuberculous infiltration. He thought that every 
woman with an active lesion should be advised to undergo 
an abortion. It was also necessary to consider the view 
that tuberculous subjects should not have children on 
the ground that the children started life with a lowered 
resistance and were potential spreaders of infection. 
Dr. Hislop referred in this connexion to work being done 
in Russia, where the child, immediately it was born, was 
separated from its mother for a period of ten days and 
was immunized by the oral administration of “B.C.G.” 
vaccine. Until the value of this vaceine was known, it 
would appear that Young’s dictum, “if married, no 
pregnancy”, still held. 


Dr. Hislop’s third question was: “If pregnancy had 


| to be terminated, what method should be used?” The 


method of termination depended on the stage of preg- 
nancy and the degree of pulmonary involvement. If 
pregnancy was merely a matter of weeks, he recommended 
If the duration of the pregnancy 
was Over two months and the pulmonary condition was 
suitable for artificial pneumothorax, he advised against 
abortion, induced pneumothorax and allowed the preg- 
nancy to go to term. If the duration of pregnancy was 
over two months and the pulmonary condition was unsuit- 
able for pneumothorax, the situation was difficult. 
Considerable shock might attend the emptying of the 
uterus, and he had of late been tempted to ask a gynex- 
cologist to perform subtotal hysterectomy of the gravid 
uterus. When this had been carried out,,he had always 
been impressed with the absence of shock and the rapid 
recovery of the patient. Dr. Hislop discussed the contra- 
indications to subtotal hysterectomy. He referred to 
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possible endocrine and mental sequele, and pointed out 
that the religious views of patients should always be 
respected. He concluded with the statement that, though 
the subject was a scientific one, the human aspect should 
never be forgotten. 


De. T. G. Wiison, in discussing this question from 
the obstetrical point of view, said that he thought that 
if the dictum “the lung condition first” was accepted, 
the main discussion must come from the physicians. 
Pregnancy was inadvisable in a woman who had pul- 
monary tuberculosis, and should not be considered till 
the lesion had been healed for several yeats. Dr. Wilson 
considered that the most serious time for a phthisical 
woman was not during the pregnancy or at the labour, 
but in the puerperium or some time afterwards. The 
powers of resistance to tuberculous infection seemed to 
be lessened at this fime. Many phthisical women were 
actually better during pregnancy. When a woman with 
an active lesion had become pregnant he would acquiesce 
in emptying the uterus, provided it was done before the 
third month. After that time operation pilus shock and 
loss of blood was likely to cause exacerbation of the lung 
condition and any interference was inadvisable. 


The question of anesthesia was important, especially 
the avoidance of lung irritation. “Avertin” given by the 
rectum plus gas and oxygen seemed the ideal anesthesia 
in these cases. Dr. Wilson had had patients referred to 
him for emptying of the uterus a second and even a third 
time, and he thought that if pregnancy was to be avoided 
the patient should be properly instructed in contraceptive 
methods and not merely be told not to become pregnant. 

In such cases he had emptied the uterus by alidominal 
hysterotomy plus sterilization at the same time. He had 
had no experience of X ray sterilization, but realized the 
possible advantages of such a method. When pregnancy 
was to be allowed to go on, the treatment would be 
primarily medical, and he would be interested to hear 
the experience of physicians on the production of artificial 
pneumothorax in such cases. In his experience tuber- 
culous patients had stood the actual labour well, but it 
was necessary to lessen as far as possible the inevitable 
straining at this time. He quoted Schwarcz’s experience 
of forty-one cases in which Cesarean section had been done 
to avoid this straining, and gave Schwarez’s conclusion 
on this procedure, namely, that this operation should be 
done only for obstetrical indications and that in all other 
cases it was not only of doubtful value, but might be 
actually dangerous. 

Dr. Wilson referred to the tragedy of so many tuber- 
culous patients being sent from sanatorium to obstetric 
hospital for their confinement, and considered that the 
ideal was for the patient to have expert obstetrical 
attention in the sanatorium atmosphere. A phthisical 
patient should never suckle her baby, both for her own 
sake and because of the risk to the baby. 


De. F. S. Howe (Adelaide) discussed the subject from 
the public health aspect. In his introductory remarks he 
said that he was convinced that some sort of clinic or 
dispensary must be the central point of any national 
campaign; and he had always agreed that these clinics 
should not take patients out of the hands of practitioners, 
but should make available more facilities for helping in 
the personal supervision of patients and of contacts by 
individual practitioners. As far as tuberculosis and 
marriage were concerned, the chief problem was generally 
that of young adults seeking advice; this generally came 
under two headings. The first was the probable effect 
of marriage when one or both of the contracting parties 





infection, and the predominant factor was infectivity. 
The economic factor in the first class affected the two 
sexes differently. In the male the important factors were 
work and home comfort; in the woman the chief factor 
was the risk arising from child-bearing and lactation. 
Dr. Hone pointed out that the effects of pregnancy had 
to be carefully watched. Moreover, young women in 
contact with an infective relative might have sufficient 
resistance to withstand the disease, but in later life their 
resistance might become lowered by the stress of family 
life and economic conditions. It was not sufficient for 
medical practitioners merely to give advice concerning 
marriage; they should later from time to time reaffirm 
the maintenance of general health. Ideally, reexamination 
would take place every year. Full pensions were recom- 
mended; but Dr. Hone thought that it would be more 
economical to give temporary pensions to those threatened 
with breakdown, and that pensions for women were just 
as important as for men. Each patient had to be dealt 
with as an individual case, and the fullest consideration 
had to be given to every aspect of his life. 


A problem that sometimes arose was that of the 
patient who had had evidence of an active and possibly 
open infection which had retrogressed undér modern 
methods of treatment, and who later came for advice 
concerning marriage. The consensus of opinion was 
that in such cases marriage should be forbidden for at 
least two years after the resumption of full work; some 
authorities said three years. If there was any doubt, 
still further delay should be advised; and if the patient 
was a woman, the advice should include the avoidance of 
pregnancy for at least a year or two, until the effect of 
marriage without pregnancy had been observed. The 
second class of patients for whom advice was sought were 
those who had clinical evidence of active disease with 
tubercle bacilli in the sputum. These patients probably 
might not seek advice, but advice ought to be thrust 
upon them. Here the chief factor was a likelihood of 
conveyance of infection. Dr. Hone thought that all would 
be unanimous in forbidding marriage until the patient 
had ceased to be infective, and in most cases until three 
years afterwards. From figures collected by the late 
Sir Joseph Verco, women appeared to be three or four 
times as liable to infection as men: nearly every other 
wife fell a prey to her husband’s tuberculosis, and only 
one man in eight contracted the disease from his wife. 
Dr. Hone then referred to the risk of the infection of 
children of tuberculous parents. He said that it was 
difficult to see how the home could be made a preven- 
torium. He also referred to the resolution adopted by the 
National Health and Medical Research Council in regard 
to pensions. He did not think that a pension for children 
was the best solution of the difficulty. After making 
reference to the boarding out of wards. of State in 
approved homes, Dr. Hone expressed the opinion that 
this principle might with advantage be adopted for 
tuberculous children, and: that almoners or visiting nurses 
could be used to supervise the arrangements. Dr. Hone 
concluded that all would be unanimous in counselling 
abstinence from marriage in the presence of an open 
infection. The only exceptions that he could see were 
very special cases in which marriage was entered into 
by the healthy person with his or her eyes open, in 
order to secure better attention or treatment for the 
patient. These cases were in a separate category. 
The psychical side could not be disregarded; sacrifice 
played a part in developing the fuller life. 

The advice to be given to a pregnant patient suffering 
from active tuberculosis came more in the province of 
obstetrics and medicine than of preventive medicine. No 
mother with active tuberculosis should be allowed to 
nurse her child. If advice such as this was refused, 
Dr. Hone thought that legal power, if available, should 
be used to enforce it. It was in these cases that legal 
power for segregation should be given. 


Dr. A. Pentweton (Melbourne) asked whether, following 
the induction of collapse therapy established by such 
permanent procedures as thoracoplasty and phrenic 
atulsion, any obstetric problem would arise during par- 
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turition as the result of the sudden release of intra- 
abdominal pressure. Another problem about which he 
desired information was how to advise patients with 
permanent surgical collapse and sputum free from tubercle 
pacilli. He asked whether these patients should be 
allowed to go the full term. 


Dre. A. S. Waker (Sydney) stated that he had great 
difficulty in discussing this subject. He agreed that the 
tuberculous woman was usually unsuitable for marriage 
or child-bearing, and he was in full accord-with all 
Dr. Hislop had said. The social problems in the case 
of a man were quite different from those of a woman, 
and frequently his disease remitted considerably as 
economic conditions improved. Unfortunately the young 
woman with tuberculosis was prone to marry and to have 
children. As a class they were good-looking and frequently 
married before proper advice had been sought. It was 
frequently difficult or impossible to cause collapse of 
lungs by artificial pneumothorax when such was desired 
during a pregnancy, or indeed at any other time, so that 
one could not rély upon this method of controlling the 
disease at this time. Dr. Walker was particularly con- 
cerned about the advice to be given to a patient suffering 
from advanced disease who was anxious to marry or have 
a child, on the ground that in any case expectancy- of 
life was short and that she was anxious to attain some 
happiness during the remaining years. Such a position 
must always be difficult, but nevertheless probably called 
for advice against the proposal. Dr. Walker pointed out 
that it was not a matter of actually having a child so 
much as the strain of the after-care involved which caused 
an unfortunate and rapid spread in the disease. In 
regard to the question of sterilization, Dr. Walker asked 
whether it was justifiable to give an anesthetic for this 
purpose and to expose the patient to surgical risks which 
might perhaps react unfavourably on the pulmonary 
disease. Only the broadest of principles were available 
as a guide, added Dr. Walker, and reliance ultimately 
had to be placed upon individual reasoning. In only the 
exceptional cases did the patients do well, and there was 
a danger that these might blind clinicians to the great 
peril of marriage of tuberculous women, except under the 
most favourable conditions. 


Dre. J. Huenes (Sydney) discussed the work of the 
Public Health Tuberculosis Division in New South Wales. 
This department encouraged patients to come to discuss 
their individual problems, especially in regard to 
matrimony. The officers found that most patients would 
nevertheless marry, and it was therefore necessary to 
concentrate on giving advice to the respective partners 
upon the preventive aspects of the question. It had been 
Dr. Hughes’s experience that males usually benefited by 
marriage, whereby they exchanged an unsettled existence 
for regular home routine and supervision. In New South 
Wales, figures for the incidence of conjugal tuberculosis 
differed from those quoted by Dr. Hone. Since 1934 
there had been a slight but progressive decrease in the 
numbers reported to the Tuberculosis Division. The 
department also advised all prospective and actual partners 
to submit themselves to radiological investigation, to see 
exactly the state of the disease and perchance to discover 
fresh sufferers. After this the partners could, if necessary, 
review their decision regarding matrimony. In regard 
to children, Dr. Hughes stated that the danger period in 
regard to tuberculous infection was between the ages of 
two and five years and between fifteen and twenty-five 
years. It was rare, he stated, to find tuberculosis in 
New South Wales in children between the ages of five 
and fifteen years. Only ten such imstances had occurred 
during 1935 in that State. This fact was further 
explained to parents, and the children themselves had a 
right to know of their parents’ condition. Such informa- 
tion resulted in a lessening incidence amongst the 
exposed children. One partner, in the first instance, had 
definitely acquired tuberculosis from the other partner. 
Second cases occurring in the family, however, were much 
more involved. Perhaps both partners came from tuber- 
culous families, and such complicated sources were very 














difficult to trace and deal with, especially from the social 
angle. e 

It was Dr. Hughes’s experience that engaged couples 
were quite malleable if properly handled. He stated that 
married women should be educated and taught proper 
methods of contraception, if required. If sterilization or 
termination of pregnancy was wanted, they should have 
access to the public hospitals. The medical superintendent 
of a large New South Wales sanatorium recommended six 
months’ sanatorium rest after confinement, with super- 
vision of the children. 

The Tuberculosis Division of New South Wales plotted 
a genealogical tree for each case. They nearly always 
found that the male partner was the source of the disease 
when four or five consecutive children were found to be 
tuberculous, whereas an irregular occurrence of tuber- 
culosis in the progeny pointed to the mother as the 
source of the infection. 


Dr. R. CHampers (Melbourne) stated that his great 
difficulty was to decide about the women who had been 
declared cured of tuberculosis and then married, soon to 
become pregnant. He asked for advice as to the continu- 
ance of gestation in such a patient, and also the best 
method for its termination. He stated that his method 
was to curette the uterus in the first few weeks, but after 
that the undesirability of hemorrhage and the difficulty of 
emptying the uterus through the vagina at one sitting 
led him to perform hysterotomy and to sterilize the patient 
if necessary. The risks of this operation, accofding to 
Dr. Chambers, were not great, and blood loss could be 
completely controlled by the use of a rubber tourniquet 
applied round the base of the uterus, followed by a small 
incision, expression of the ovum and the injection of 
pituitrin. 


Dr. Rupert E. Magarkey (Adelaide) confessed that this 
problem had of late been an important question in South 
Australia. He stated that he never attempted to coerce a 
patient into operation for termination of pregnancy or 
sterilization, but put the facts to her and let her decide. 
He agreed that the patient was likely to lose more blood 
than she could afford, and supported Dr. Chambers in his 
advocacy of hysterotomy after eight weeks’ gestation. 
Sterilization was a simple matter, but should always be 
preceded by the obtaining of written consent, signed by 
both parties, who must clearly understand their permanent 
inability to produce children. The issue with the physician 
was the problem of when to sterilize such patients, which, 
after all, was preferable to a continuous series of curet- 
tages. For anesthesia in these patients he advised rectal 
administration of paraldehyde, after morphine and 
hyoscine, and followed by gas and oxygen. Regarding Dr. 
Penington’s query, Dr. Magarey stated that, as a rule, when 
most risk would be expected, the patient did not give 
trouble if helped through the second stage. 


Dr. H. M. Fisuer (Adelaide) deplored the giving of 
permission to marry without the provision of simultaneous 
contraceptive advice. In his opinion the woman should 
be sent with her husband to the obstetrician for this 
purpose. He reminded the meeting of the national view- 
point, whereby the population requirements of Australia 
should receive consideration, and said that wholesale 
sterilization was unwanted from this point of view. Some 
national scheme was necessary, however, to provide proper 
sanatorium treatment and to care properly for the children 
afterwards. In his opinion tuberculous women should be 
allowed their right to bear children, even if their life was 
somewhat shortened thereby. In a properly organized 
scheme the patient’s happiness would be fulfilled, she could 
see her child frequently and know that it would be well 
cared for. In regard to the method of sterilization, he 
advised a one-stage procedure whereby a wedge was excised 
from the fundus of the uterus, including the cornua, the 
ovum was expressed and the wound oversewn. 


Dr. R. Bearp (Adelaide) considered that the physician 
often gave advice too lightly to terminate pregnancy. Many 
shades of opinion existed about this question, and he 
considered there should be a consultation between at least 
two physicians before a final decision was given. The 
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obstetrician should be consulted, rather than requested, 
about the operation, as he had the legal responsibility and 
had a special point of view to present. Dr. Beard stated 
that he preferred the vaginal route for emptying the 
uterus, as blood loss by this method could be minimized, 
if the procedure was carried out in two stages—firstly by 
dilatation by Hegar dilators and packing with glycerine 
gauze, and later by curettage. A limited family should be 
allowed when possible. 


Proressor Harvey Sutton (Sydney) spoke on broader 
terms of the unwanted child in or out of wedlock. The 
rights of this child were the special consideration of the 
Racial Hygiene Society, with which he was associated. He 
asked whether consideration had been given to the question 
of the sterilization of the male partner in these cases. He 
advocated an extended application of the premarital certifi- 
cate advocated by the Racial Hygiene Society. This took 
account of other possibilities apart from tuberculosis. This 
certificate was becoming popular with the public, but for 
some reason did not share similar favour with the profes- 
sion. He wished to make a plea for more sympathetic 
consideration and stronger support of this movement by 
the medical body. Further activities of this society were 
to make public reliable methods of contraception when 
economic conditions justified their use, also to advise 
against “quack” preparations for this purpose. He was in 
favour of the Grancher method for segregation of the 
children of infected parents, and said that such a system 
might actually result in a greater number of pregnancies, 
since the mother would feel happier about the future of 
her children. He stated that he would like to see more 
propaganda as to the benefits and beneficial influence on 
the health of women resulting from pregnancy, and less 
advertisement of its dangers. 


Dr. Corrzer Harvey (Sydney) stated that the physician 
should always inquire whether a young tuberculous patient 
was engaged to be married, and if so should never attempt 
to break the engagement. It was far better to concentrate 
upon acquainting each partner with the hygienic principles 
involved. He had found females more amenable than 
males. He would frankly discourage a young man from 
throwing his life away by marrying a girl with open 
tuberculosis. Regarding the question of pregnancy, his rule 
was to advise abortion if he was in doubt as to the out- 
come. He strongly urged women not to become pregnant, 
and gave them the proper contraceptive advice. He agreed 
entirely about the importance of the first three months 
being the optimum period for abortion. In answer to 
Professor Harvey Sutton, he stated that one could hardly 
ask the father to be sterilized unless he himself was 
consumptive. Many patients asked for help in the limita- 
tion of their families, and Dr. Harvey suggested the third 

pregnancy should be interrupted and the patient coinciden- 
tally sterilized. If the patient had been fortunate enough 
to survive a thoracoplasty she should not be allowed 
to become pregnant, or if this did occur she should have 
an induction performed. 


De. D. B. Rosenruat (Mont Park, Victoria) spoke as a | 


sanatorium physician; he was pessimistic about cure in 


tuberculosis, and was well aware of the limits of modern | 
| obstetrician. 


therapy. The average age of the sanatorium male, he said, 
was twenty-five years. The average age of death of a 
similar person from tuberculosis was thirty-five years. Dr. 
Rosenthal held that this patient should be allowed to enjoy 
his ten years of life in the way he wished and be allowed 
to marry, providing the fiancée understood the risk 
involved. Dr. Rosenthal thought that the economic factor 
was by far the most important factor of all. Pensions 
were inadequate, and most patients had to do some work. 
Under these conditions, marriage was frequently a failure, 
and some bureau was really essential to assess the accurate 
percentage of working efficiency of these patients; or 
perhaps a village like Papworth would be an equally good 
solution. The dangerous period was the two years 
following discharge from the sanatorium, and Dr. 
Rosenthal thought that the decision to permit marriage 
should be made only after observation of how the patient 
fared during this probation. Tuberculosis, he stated, was 
an individual problem, and if marriage could make for 








hhappiness, even if uneconomic, the question should always 
be given most careful consideration. 


Dr. J. Bett Fereuson (Melbourne) stated that no general 
rule could be applied, as the problem was far too indi- 
vidual. Dr. Ferguson pointed out how much aid would be 
provided if funds were made available to provide home 
help. These women would assist in the home for some 
time after confinement, in selected cases. At the same 
time, such helps could be trained to educate the mother 
and the family in anti-tuberculosis hygiene. 

Dr. Ferguson stressed the psychological factor, pointing 
out that the hopeful outlook of an engaged couple must 
be retained at all costs. In his experience, patients were 
usually quite amenable to persuasion if the doctor 
remained sympathetic and did not become an over-strict 
eugenist. 


Dr. F. Wiittcox (Adelaide) referred to statistics from 
Brompton Hospital, showing that males eight years afte: 
thoracoplasty soon married and began to rear families. 
Such children must have, Dr. Willcox said, a congenitally 
poor tissue resistance. Medical «practitioners might 
actually be perpetuating tuberculosis in a community by 
measures intended to preserve the life of these children. 
Unfortunately, tuberculous women were habitually preg- 
nart. Dr. Willcox congratulated Professor Harvey Sutton 
upon his advocacy of the rights of the child. The only 
possible conclusion about the — problem was that 
marriage in the end was ha 


Dr. B. Hunt (Perth) pointed out that the meeting should 
lay down some definite principles to guide the remainder of 
the profession who anticipated some such decision from a 
meeting of this character. Dr. Hunt said that if the aim 
of the profession was ultimately to lower the incidence 
of tuberculosis in the community, they must recognize that 
marriage must increase the incidence, by adding to the 
conjugal and filial cases of the disease. He asked whether 
it was reasonable to say to the profession as a whole that, 
as a broad general principle, they were opposed to marriage 
of tuberculous subjects and to child-bearing by them, 
granted always had there were individual exceptions. 


Dr. J. L. Haywarp (Gilberton, South Australia) remarked 
that the act of lactation was often illogically accused of 
producing a serious relapse in a tuberculous woman after 
parturition, and that mothers were thereby prohibited from 
suckling their child. Surely it was more probable that a 
humoral change, possibly allergic in nature, was present 
rather than that the mere functioning of the mammary 
gland was responsible. He had seen American figures 
which indicated that the effects of pregnancy were more 
determined by the quality of, the medical treatment 
received than by the fact of pregnancy itself. These 
observers, therefore, advised abortion only when medical 
treatment was proved to be unsatisfactory, and this group 
provided almost the whole of the fatal cases. The time 
for a woman to conceive was when her lung was collapsed, 
and this collapse should be maintained until her family 
had grown to a satisfactory number. 


Proressor MARSHALL ALLAN (the Chairman) stated that 
the morning’s discussion had been most valuable for the 
In his opinion, there was rarely any need 
for subtotal hysterectomy in these patients. He main- 
tained that the patient should keep the right of choosing 
her own conduct. It was better, he said, to wait for more 
than one pregnancy before sterilization, and he concluded 
by praising the work and aims of the Racial Hygiene 
Society to which Professor Harvey Sutton had referred. 


Dr. Histor, in reply, thanked the speakers for the con- 
structive criticism, and stated that he had experienced 32 
very profitable morning. In reply to Dr. Penington's 
inquiry as to the effect of thoracoplasty, he said that he 
had not known such patients to become pregnant, 
but had heard indirectly of one patient whose parturition 
had been successfully concluded by an obstetrician who 
was unaware that the patient had had a permanent collapse 
of the lung. From a medical point of view, it would be 
most unwise to allow a woman to run the risk of two 
hysterotomies. 
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SECTION OF SURGERY AND THE SECTION OF 
RADIOLOGY AND ELECTRICAL THERAPY. 





Renal Tuberculosis. 


A MEETING of the Section of Surgery and the Section 
of Radiology and Electrical Therapy was held to discuss 
renal tuberculosis. Proressor Grey TURNER occupied the 
chair. 


Dr. Kerra KirkK~anp (Sydney), in opening the dis- 
cussion, said that renal tuberculosis was always secondary, 
and should be considered as a local lesion in a general 
infection. With improved public health standards and 
methods of diagnosis it was decreasing. About 70% of 
cases occurred during middle age. 

The commonest symptoms were frequency of micturition, 
dysuria, cloudy urine, hematuria and renal pain. In early 
cases diagnosis might be.extremely difficult, and repeated 
examinations of urine might be necessary. The presence 
of tubercle bacilli meant that at least one kidney was 
infected, as it was no longer believed that healthy kidneys 
could excrete the organisms. Cystoscopy, with an estima- 
tion of differential renal function, ought to be carried 
out in every suspected case. In a large series investigated 
a diminution of function occurred in every infected kidney. 
If possible, each ureter should be catheterized, and the 
separate specimens of urine examined in detail. Retrograde 
pyelography might be necessary, and was more helpful 
than the excretion method. Early diagnosis was the direct 
responsibility of the medical profession and was possible 
only if tuberculosis was considered in the differential 
diagnosis of every case of dysuria and pyuria in which 
the patient did not progress under ordinary forms of 
treatment. 

Discussing treatment, Dr. Kirkland said that chronic 
renal tuberculosis was a progressive condition, and the 
best results were obtained by early nephrectomy when 
the lesion was unilateral. Surgical intervention was 
entirely dependent not only on the general condition of 
the patient, but on the nature of the disease in organs 
other than those of the urinary tract. In every case it 
was but one incident in the management of the patient 
who, while any evidence was present of tuberculous infec- 
tion anywhere in the body, should be under medical super- 
vision and, if necessary, treatment. As much as possible 
of the ureter should be removed with the kidney, as 
subsequent ureterectomy, if necessary, was rendered easier. 
With pulmonary lesions present, spinal anesthesia was 
the ideal. Local treatment might be necessary to the 
bladder, as in all but the earliest cases tuberculous cystitis 
was present. 

In reference to the pathology of renal tuberculosis, Dr. 
Kirkland pointed out that it was a blood-borne infection, 
and, although in practice a unilateral focus was almost 
the rule for some time, it would appear that as each 
kidney was equally exposed to the circulating organisms, 
both might be infected at the beginning. It was neces- 
sary to presuppose an unrecognized factor such as stasis, 
local damage or relative deficiency in blood supply to 
explain the great frequency of unilateral infection in the 
cases that came to early diagnosis. Specimens removed 
varied from those with a small caseous ulcer involving one 
papilla to those in an advanced state of pyonephrosis, 
with little or no function. 


Dr. Kerrh H. Hattam (Melbourne) discussed the 
radiological diagnosis of renal tuberculosis. He said that 
radiology was essentially an ancillary branch of general 
medicine. In bracketing renal tuberculosis and radiology, 
one might comparatively illustrate their relationship by 
using the etymological implication of ancillary: in bone 
diseases and pulmonary tuberculosis radiology was the 
general servant of diagnosis; in renal tuberculosis it was 
very much the under parlour-maid—a mere accessory, 
though undoubtedly a necessary one, in a large retinue 
of diagnostic hirelings. The inference from these senti- 
ments was not that the radiologist had an unimportant 
place in the team of those required to reach a correct 
diagnosis in urology, but that many cases could be diag- 
nosed without radiography. 





Very little that was conflicting was found in the litera- 
ture on the subject written within the last few years. 
The lists were entered only on the question of methods: 
there was the excretion school and the retrograde school 
of thought. Protagonists of the excretion method of 
urography made sweeping statements, such as _ that 
excretion urography, the pathological bacillus in the urine, 
and satisfactory results to blood retention tests were all 
the findings needed. Von Lichtenberg was responsible for 
this statement, and Dr. Hallam did not doubt that in 
the hands of this master these were the complete 
desiderata. But for the medical masses much more was 
needed. What radiologist was there (and he could exclude 
urologists, for there was none) who would faithfully say 
that he could diagnose with certainty the finer changes 
present in an early infection of a single calyx from 
excretion urograms? As a radiologist, Dr. Hallam could 
not subscribe to von Lichtenberg’s view. He maintained 
that the peep into the bladder and the catheter specimens 
from both ureters were necessary, as also, when pyelo- 
graphy was demanded, were the clear-cut static films ascer- 
tained with the opaque fluid instilled under slight pressure. 
Excretion urography, therefore, was useful as a preliminary 
or intermediate method of examination, or when retrograde 
pyelography was contraindicated. 

Retrograde pyelography, provided it was not contra- 
indicated in a general way, was the method of choice, as 
it exhibited a high degree of thoroughness and finish. 
Complete human control was retained: the type of dye 
was instilled in the prescribed concentration and quantity 
to suit the case.. The blunderbuss method of injecting 
blindly was an anachronism and should be scrapped, and 
pyeloscopy, with its delicacy of control under direct vision, 
should be used in all cases. Because of the danger of 
pyelovenous reflux, it appeared to Dr. Hallam that the 
filling of the pelvis of the kidney with a fluid injected 
under pressure was an unsafe surgical procedure if the 
operator was not looking at which he was doing. One 
of the most important advantages of pyeloscopy was that 
at a glance one could see exactly where the tip of the 
catheter lay. There was no need for a radiologist to 
push this point, especially in the case of a diseased 
kidney. The posturing of the patient under the screen 
and the taking of films from various angles were great 
advantages derived from pyeloscopy. 

Dr. Hallam then discussed the pathology of the con- 
dition. He said that Boyd stated that the conception of 
excretory bacilluria should be given up. In other words, 
when the urine contained tubercle bacilli, there was tuber- 
culosis of the kidney. Therefore intensive search should 
be undertaken to discover as early as possible which 
kidney was affected. Of the pathological states, acute 
miliary bilateral renal tuberculosis did not concern the 
radiologist. The ulcerative type, however, was discernible 
at the early stages by careful search on the films of 
retrograde pyelography. This examination, indeed, might 
have to be repeated even the second or third time. The 
initial lesion might occur either in the boundary zone at 
the base of a pyramid or in the apex of a papilla. For 
some unexplained reason this primary manifestation of the 
disease was in one calyx at either pole; rarely, if ever, 
did it occur in a middle calyx. On the films there was 
some fuzziness of the calycal outline which at times 
might be difficult to distinguish from overfilling or 
injection into the tissues due to the catheter having been 
pushed too far. Both overfilling or the so-called pyelo- 
venous reflux (Dr. Hallam believed that this phenomenon 
was merely injecting under pressure into collecting 
tubules) and bayoneting with the catheter could be 
avoided by visual control of the examination under the 
fluorescent screen. Thus the appearance presented by 
these misadventures should not occur with modern tech- 
nique. If it did occur, on general principles one might 
say that it could be distinguished from calycal erosion, 
because the latter gave a soft woolly shadow and the 
overfilling caused a crenated sharper outline to the 
irregular dye shadow. Even before ulceration one might 
see a minor inflammatory dilatation of the pelvis, but 
this could be assessed only as an indication for subsequent 
reexamination if tuberculosis was suspected. 





















































patna ari og sige 4 tama er ~~ 








oop yene enero 












St ee cr ae ea a im a a 








THE MEDICAL JOURNAL OF AUSTRALIA. 





Octosgr 16, 1937. 








anaphylactic edema of the kidney 
tuberculous infection which caused it to enlarge. 
straight film this might be detected, but from 
enlargement of a kidney one could hardly expect to diag- 
nose tuberculosis of the organ. However, that tuberculosis 
could be the cause of enlargement had to be borne in mind 
in a difficult case. 
Returning to the pelvi-calycal system, Dr. Hallam said 
there might be an extension of the ulceration into 
the pelvis, resulting in its dilatation. Diagnosis from 
some other cause was not possible on 
ray appearances alone, but if it was merely a question 
the answer was obvious 
pyelography, there being delayed 


The effects of tuberculous infection on the ureters were 
three, all of which could be detected by excretion 
(i) There might be atonic dilatation in the 
moderately early stages. (ii) The ureter might shorten, 
resulting in the golf-hole ureteric orifice. (iii) Stricture 
might occur owing to local fibrosis. 

Autonephrectomy due to fibrosis and shrinking of the 
kidney and occlusion of the ureter might be suspected 
from detection on the film of a comparatively small 
kidney on one side, and in this type, as well as in the 
kidney destroyed by multiple abscesses, intravenous pyelo- 
graphy would give the diagnosis of autonephrectomy. 
Scattered calcification might occur in the cortex of the 
imert kidney, thus pointing to the probability of its 
tuberculous origin. 

There were three main types of calcification, the first 
including varying kinds of shadows in the kidney sub- 
stance, the second calculous shadows, and the third calcified 
glands. Associated pathological changes could occur. Renal 
calculus and tuberculosis might exist in one kidney as 
independent entities, having originated at different 
periods. Wildholz had stated that an associated renal 
tuberculosis should be suspected in every case of renal or 
ureteral calculus associated with infection. He had found 
renal tuberculosis and nephrolithiasis associated in 14 of 
1,000 tuberculous kidneys, Crenshaw 131 in 1,817, but 
Brongersma none in 1,000. It was, however, difficult to 
distinguish between antetuberculous calculi and calculi of 
tuberculous origin. Carcinoma and tuberculosis of the 
kidney might occur concurrently. 

Dr. Hallam summed up his remarks by stating that 
many cases of renal tuberculosis were diagnosed without 
the aid of radiography; that retrograde pyelography should 
be avoided if such a diagnosis could be established without 
it; that retrograde pyeloscopy and pyelography were pre- 
ferable to excretion urography for diagnosing early 
infection, but that the last mentioned was useful in the 
later stages of the disease. 

De. L. B. Jose (Adelaide), in opening the discussion, 
based his remarks on a series of 70 patients who had 
received treatment for renal tuberculosis at the Adelaide 
Hospital during the previous ten years. He stressed the 
necessity for careful preoperative preparation of the 
patient, whose condition should be made as good as possible 
before nephrectomy was performed. This preparation 
ineluded the location and treatment of the primary focus 
when this was possible. Only in 17 cases, however, had 
motes appeared in the case reports, of another or of a 
previous tuberculous lesion. 

The patient whose condition had been diagnosed early 
did not always get well, and Dr. Jose thought that this 
was probably attributable in part to lack of pre-operative 
treatment. 


importance, and he frequently made use of gas anesthesia. 
Aftercare of patients following operation was also 
important, and insufficient stress was often laid on it. 
It was difficult, however, to give satisfactory after- 


practitioner was necessary. The main factor was economic. 
Most patients were male wage earners. 

Dr. Jose inquired regarding the use of tuberculin, and 
requested information as to 
large apd small dosages vely. 
whether any of those present 
culturing the tubercle 


to results following its use in 
He also asked 
had any experience of 
bacillus. 








Dr. P. S. Messent (Adelaide) mentioned two points, the 
first being that the pyuria in tuberculous renal disease 
was not always sterile. He had seen at least one patient 
with gross pyuria in whose urine no tubercle bacilli were 
found at the first examination, but numerous coliform 
bacilli. Subsequent examination disclosed the presence of 
tubercle bacilli, In all cases of prolonged pyuria the urine 
should be reinvestigated bacteriologically at intervals. Dr. 
Messent then referred to the question of whether a healthy 
kidney could excrete tubercle bacilli. He thought it was 
possible, and would hesitate to advise nephrectomy for 
tuberculous bacilluria alone. One should wait and keep 
the patient under observation. 


Dr. W. J. CLrose (Adelaide) showed a series of operation 
specimens and pyelograms. He referred to the three 
varieties of tuberculous renal disease, the caseo-cavernous 
and fibrotic types, and tuberculous nephritis. He discussed 
tuberculous nephritis as described by Wildbolz. In this 
condition there were tubercle bacilli in the urine and pus, 
and the renal function was fairly good. Nephrectomy was 
contraindicated. In the examination of sections of such 
kidneys only lymphocytic infiltration and fibrosis were 
found, with no giant cells. 

Dr. Close was glad to hear Dr. Kirkland mention hydro- 
static dilatation in connexion with tuberculous cystitis and 
contracted bladder following operation; he thought it was 
very valuable. He had on occasions been able to isolate 
streptococci in this condition. He thought that “Prontosi!” 
might be of use in the treatment of this condition. 


Dre. W. H. J. Moore (Melbourne) thought that the 
prognosis was better in females than in males because 
in males the tuberculous infection might involve the 
prostate and vesicles. In persistent pyuria repeated 
examination of a twenty-four * hours’ specimen of 
urine should be made. Before nephrectomy it was 
essential to obtain a specimen of clear urine from the 
presumed healthy kidney. Not only must no tubercle 
bacilli be found in it, but no pus. He agreed with Dr. 
Kirkland that there might be some local predisposing 
factor that determined the onset of tuberculous infection 
in one kidney as opposed to its fellow. He, himself, had 
had quite a few cases in which a tuberculous infection was 
associated with congenital abnormalities, bad drainage 
from the pelvis or ureteral stricture. He considered that 
the healthy kidney did not excrete tubercle bacilli, but 2 
the same time he had a patient, a female, aged twenty 
years, who some time ago had been complaining of 
frequency of micturition. In one twenty-four hour specimen 
a few tubercle bacilli were found. It was not possible to 
localize the lesion, and six months later the patient was 
perfectly well and the urine was clear. He thought it was 
possible that an early tuberculous lesion might heal. Once. 
however, the lesion could be localized it was so far advanced 
that nephrectomy was necessary. 


Dr. L. Le Sovuer (Perth) said he had been disappointed 
in his endeavours to follow up patients after operation in 
Perth. He had found himself unable, for this reason, to 
treat the general condition of the patient with the same 
facility as the local lesion. He was inclined to think 
that the general condition did not show the best improve 
ment in the city, atid that economic factors were the cause 
of many unfavourable results. 


Dre. G. H. Burnett (Adelaide) discussed the question of 
removal of the ureter. If the ureter was grossly diseased 
he removed it, but not otherwise. He next discussed th< 
relative values of intravenous and retrograde pyelograp!,. 
| He had had one patient with tubercle bacilli in the urine 
whose “intravenous urogram” was perfectly normal; retro 
grade pyelography had revealed an early lesion. It was 
often difficult to find the ureteral orifices, and intravenous 
injection of indigo-carmine in these circumstances was of 
very great value. 

Ds. M. 8. 8. Bantam (Sydney) said that several speake's 
had stressed the importance of examination of a twenty- 
four hours specimen of urine. He was not great! 
enamoured of this method, the reason being that smegm2 
bacilli, which were always present, were on occasion qui'¢ 
resistant to decolorization by alcohol, when their presen: 
would confuse the issue. He considered that the be=t 
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method was to examine a catheter specimen of the®con- 
centrated early morning urine in which tubercle bacilli 
were no more difficult to demonstrate. He had seen no case 
in which tubercle bacilli were found in a twenty-four hours 
specimen, and were not found in a morning specimen 
or a specimen obtained at cystoscopy. He could recall 
two or three occasions on which the presence of a few 
tubercle bacilli had been reported following the examination 
of a twenty-four hours specimen, but had never been 
demonstrated again, when there was little clinical evidence 
to support the diagnosis of renal tuberculosis, the patient 
later becoming completely well and the urine clear. He 
was perfectly certain that the bacilli reported on in these 
cases as tubercle were alcohol-resistant smegma bacilli. 


Dr. J. G. Epwarps (Sydney) spoke briefly on the neces- 
sity for close cooperation between the urologist and the 
-adiologist. 


Dr. J. O’Sullivan (Melbourne) stated that intravenous 
pyelography, if reliance was placed upon it to the exclusion 
of other and more appropriate means of investigation, was 
often a trap. He had seen a normal kidney removed 
following a wrong diagnosis on the evidence supplied by 
an intravenous urogram. He thought that pyeloscopy 
should be employed in all patients subjected to retrograde 
pyelography. He suggested the use of a manometer con- 
nected to the ureteric catheter which would prevent exces- 





sive tension being used during the introduction of the | 


sodium iodide. 


Dre. H. A. McCoy (Adelaide) liked intravenous 
pyelography, the results of which were steadily improving. 
Firm pressure on the lower part of the abdomen was of 
considerable help in pressing the ureter against the pelvic 
brim, and obtaining good pictures. He thought that it 
was rather a confession of weakness that intravenous 
pyelography should be regarded as of little use in an early 
ease. It would, of course, never replace a full urological 
investigation. 


Proressor Grey TURNER inquired whether anyone present 
had had any experience of excretion urography with the 
patient in the Trendelenburg position. He emphasized the 
intermittent escape of tubercle bacilli in early cases. He 
was not prepared to accept the statement that natural 
healing of a tuberculous renal lesion did not occur. With 
regard to removal of the ureter, he thought that either 
the ureter should be removed entirely.or that it should 
be left as long as possible. In the event of a persistent 
sinus developing the sinus track would in this case be 
short and superficial, whereas if a large length of the 
ureter was removed through a lumbar incision the sinus 
would be deep seated. e was absolutely certain that 
nephrectomy was useless in bilateral tuberculous disease. 
A contracted bladder after operation was often a great 
trial. A uretero-intestinal anastomosis could be carried 
out: but before this was decided on an attempt should be 
made to dilate the bladder with weak silver nitrate 
solution. He stressed the need for cooperation between 
the urologist and the radiologist. The urologist should 
be present at the pyeloscopy and the radiologist should see 
the specimen removed at operation. In the after-treatment 
at their homes of patients who had undergone operations 
he had found hospital almoners of very great help. 


Dre. K. Kirxuanp (Sydney), in reply, thanked Professor 
Grey Turner for his remarks about his tréatment of the 
ureter at operation. He was inclined to think that tuber- 
eulous renal disease in Australia was different from that 
seen in England. Dr. Kirkland had never seen a persistent 
sinus after nephrectomy or a grossly ulcerated bladder. He 
thought that the resistance of patients who came along 
with possible tuberculous disease of the urinary tract was 
very much higher in Australia than in England. He also 
diseussed the necessity for close association with the 
radiologist. He considered, however, that the diagnosis 
should be achieved without the cooperation of the 
radiologist. He avoided retrograde pyelography and had 
little faith in intravenous pyelography, which was 2 
helpful confirmatory measure only. Speaking of 
pyelography in general, Dr. Kirkland said that he used 
30% sodium iodide solution. A manometer was unneces- 
sary with careful and slow injection. It was his practice 





to inject one or two cubic centimetres only, very gradually, 
and then to aspirate and reinject the solution two or three 
times. By this method quite small amounts of iodide 
would delineate quite a big pelvis. At no stage should 
there ever be any pain or discomfort during the injection. 


Dr. K. Hattam (Melbourne) considered that intravenous 
pyelography short-circuited the urologist. If a general 
practitioner sent a patient to a radiologist for investiga- 
tion for possible renal tuberculosis he was cutting out the 
most important factor, namely, the clinical sense of the 
urologist. He further thought, in regard to intravenous 
pyelography, that what the master could do the pupil 
often could not. Von Lichtenberg made dogmatic state- 
ments which should not influence men of lesser experience. 
He agreed that the radiologist should see specimens 
removed at operation. 





SECTION OF OPHTHALMOLOGY AND SECTION OF 
NEUROLOGY AND PSYCHIATRY. 





Papilleedema. 


A MEETING of the Section of Ophthalmology and the 
Section ef Neurology and Psychiatry was held to discuss 
papilledema, its pathology and effect upon vision and its 
ae in neurology. Dr. Garnet HaLtoran occupied 
the chair. 


Dr. ArtHUR Joyce (Melbourne), in the opening paper, 
said that papilledema could not be distinguished from 
optic neuritis by the ophthalmoscope alone. The present 
confusion of terms was unfortunate, but it did not matter 
so long as it was recognized that papilledema was a 
simple edema and that optic neuritis was an inflam- 
matory change in the nerve itself. 

The pathogenesis of papilledema was still not under- 
stood. Of the many theories, those of Paton and Holmes 
and Behr were of the most help clinically. Venous con- 
gestion alone would not cause papilledema. The essential 
feature of the pathology of papilledema was that it was 
simply an edema of the nerve head. The fluid which col- 
lected amongst the nerve fibres did not extend very far 
into the retina, and in this it differed from albuminuric 
retinitis. The swelling of the nerve head pushed the 


| retina aside laterally or threw it into folds. Owing to 


the stasis, the capillaries were enlarged, the retinal veins 
became full, and hemorrhages due to the congestion and 
the stretching and rupture of the small capillaries 
appeared on the disk. Later, sclerosis and atrophy of the 
swollen nerve fibres took place and the disk became pale. 

The most important distinguishing feature of papil- 
ledema was the very slight interference with vision even 
in cases in which the edema was extreme. With optic 
neuritis the loss of vision was out of proportion to the 
appearance of the disk. In papilledema there was enlarge- 
ment of the blind spot, but in optic neuritis which 
included retrobulbar neuritis there was a central scotoma 
with sudden loss of vision. CSdema of the disk might be 
present in disseminated sclerosis and other demyelinating 
diseases, but loss of vision and a central scotoma accom- 
panied it. The tendency in these conditions was for the 
vision to recover quickly and for very little sign to be 
left in the disk. 

Papilledema which looked the same as that of intra- 
cranial pressure was found in certain general conditions. 
Amongst these were anzemia, leuchemia. lead poisoning, 
bacterial endocarditis, lactation optie neuritis, hemor- 
rhage into the optic nerve sheath, local conditions in the 
orbit, and remote toxic conditions. 

Intracranial pressure due to cerebral tumour was by 
far the most common cause of bilateral papilledema. 
There was frequently much higher intracranial pressure 
with a comparatively small tumour than there was some- 
times with a large slowly growing tumour. This might be 
due to extract of brain substance stimulating excessive 
secretion of the chorioid plexus. Subtentorial tumours 
were more frequently associated with papilledema than 
those situated above the tentorium. For this reaszon it was 
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inadvisable to do a lumbar puncture when papilledema 
was present, as the withdrawal of cerebro-spinal fluid 
might cause the cerebellar tonsil to slide through the 
foramen magnum. 

Apart from regional defects in the field of vision and 
vague disturbances of vision, peripheral contraction of the 
field due to atrophy following edema was the usual 
finding. As long as the central vision was good and the 
peripheral fields were full, operation in the absence of a 
positive diagnosis could be deferred. If vision began to 
fail and the peripheral fields became contracted, the need 
for operation was more urgent. There were cases of 
papilledema for which no cause could be discovered or 
any suitable explanation given. Throughout this paper 
Dr. Joyce quoted case reports to illustrate the conditions 
mentioned. 


Dr. C. T. Cu. pe Crespiony (Adelaide) emphasized the 
importance of examination of the ocular fundus as part 
of the general medical examination. Papilledema afforded 
evidence of increased intracranial tension. It indicated 
(a) a condition which, if unrelieved, might lead to 
blindness; (b) an intracranial disease which might itself 
prove fatal. He drew attention to the need for dis- 
tinguishing between optic neuritis and papilledema. In 
the former impairment of vision was early; in the latter 
it was late. The general condition of a patient with 
evidence of nervous or constitutional disease had to be 
taken into account. 

Dr. de Crespigny discussed papilledema under several 
headings. He exemplified papilledema accompanying 
intracranial tumour by reference to three cases. In the 
first case a patient with papilledema had on insufficient 
evidence been treated for syphilis of the nervous system; 
she had a large cerebral tumour. In the second case 
papilledema had existed for some years before other 
evidence of tumour appeared. In the third case 


papilledema appeared rapidly after a sudden cerebral 
seizure in a patient who had a glioblastoma of the right 


occipito-parietal region. In discussing papilledema arising 
from causes other than tumour, he referred to a case of 
chronic basal meningitis, to a case of what was probably 
“aseptic meningitis”, and to a case which followed sub- 
arachnoid hemorrhage. He pointed out also that papil- 
ledema might occur in brain abscess. As an example of 
a rare cause Of papilledema Dr. de Crespigny referred to a 
case of Paget’s disease of the skull in which the condition 
was double. He referred to Parker’s explanation of the 
different degrees of swelling in the disks, and pointed 
out that monocular papilledema might occur in tumour 
of the tip of the temporo-sphenoidal lobe and in lymphoid 
leuchemia. 

From these remarks Dr. de Crespigny concluded that 
papilledema might long precede other signs of tumour, 
and that even in posterior fossa tumour it might not 
appear. He pointed out that chronic basal non-suppurative 
meningitis might closely simulate intracranial tumour in 
causing intense papilledema (“pseudo-tumour cerebri’’). 
He said that a case was cited in which lymphoid 
aleuchemic leuchemia had caused monocular papilledema; 
and also that papilledema might rapidly follow sub 
arachnoid hemorrhage and also acute edema around a 
tumour. 

In conclusion, Dr. de Crespigny referred to the difficulties 
of prognosis. There were several points for consideration. 
These included the degree and rapidity of the swelling, 
consideration of the nature and the risk of operation, 
and the frequent observation of the ocular fundi. In the 
measurement of the pressure of cerebro-spinal fluid it 
was necessary to guard against sudden or great Jowering 
of tension. 


De. H. F. Maupstey (Melbourne) said that all students 
should be taught to use the ophthalmoscope. He wondered 
whether optic neuritis, papillitis and papilledema were all 
degrees of the same condition. He recalled a patient who 
suddenly became blind in the right eye, and that the 
ophthalmologist’s report was five diopters of papilledema. 
It seemed impossible that this loss of vision could be 
due to papilledema. The papilledema subsided and the 





pati®nt was left with optic atrophy, and the final diagnosis 
was neuromyelitis optica or disseminated sclerosis. 

Speaking of syphilitic cases, he recalled a patient who 
had had papilledema with normal results to all serological 
tests. The patient. was given a provocative injection of 
“Novarsenobenzol”, which produced an enormous reaction. 
The symptoms disappeared in a month with anti-syphilitic 
treatment, and Dr. Maudsley thought that the case was 
one of syphilitic meningitis. Another patient showed com- 
plete loss of vision on the left side and intense papil- 
ledema on the other without loss of vision. An explora- 
tory operation by Mr. Coates revealed involvement of the 
left optic nerve in an area of cystic arachnoiditis. Subse- 
quently the papilledema subsided. Dr. Maudsley believed 
that Paget’s disease was not an uncommon cause of eye 
signs, causing in one patient intense papilledema and in 
another optic atrophy. 

Dr. L. B. Cox (Melbourne) was interested in the report 
of patients suffering from papilledema whose cerebro- 
spinal pressure was normal. He had had three patients 
referred to him in whom the cerebro-spinal fluid pressure 
was 140. In two the papilledema had subsided, and the 
third patient had passed out of his observation. These 
might be instances of latent periods in the symptomatology 
of cerebral tumours. He had been interested to encounter 
a small cerebral tumour which could hardly eause 
mechanical obstruction of the cerebro-spinal fluid circula- 
tion, yet the ventricles were large. He cited the finding 
of an oligodendroglioma, the size of a cherry, in one 
lateral ventricle in a patient with general hydrocephalus. 
He had seen a similar condition in another patient with 
patches of tuberose sclerosis. 


Sm James Barretr (Melbourne) stated that when there 
were so many difficulties he tried to anchor himself to 
certain facts. Cushing had inserted tubes into dogs’ skulls 
and by raising the pressure had produced an almost 
immediate papilledema, which showed no relationship to 
the side on which the pressure had been raised. Sir James 
Barrett had attributed papilledema, therefore, to high 
intracranial pressure, and the same explanation applied 
to renal cases in which the conditions were indistinguish- 
able from papilledéma. Williams and Roberts, in 
Manchester, had examined a number of patients with 
papilledema who had not been subjected to operation. 
Half of the number had become blind, and in three or four 
who died a regressive lesion of the brain, for example a 
tuberculoma, was found. Sir James Barrett therefore did 
not allow his patients with papilledema to go on unaided 
and he advocated decompression. In some cases no lesion 
was found and the patient and. his vision recovered. He 
asked what was the cause of the papilledema in these 
cases. He knew .no way to distinguish between 
papilledema and optic neuritis. 


Dr. L. C. Lunpon (Adelaide) stated that in some cases of 
papilledema he was unable to tell upon ophthalmoscopic 
findings whether the changes were due to increased intra- 
cranial pressure or to some other condition. He believed 
that the only way to distinguish them was by the use of 
spinal manometry. If the pressure was low it might be 
said that there was no real papilledema. In those cases 
of increased intracranial pressure increase in the size of 
the retinal veins was also present. In regard to the 
emergency prognosis of papilledema, Horrox in 1925 had 
stated emphatically that very seldom did papilledema 
demand urgent decompression. It was very much better 
to go through the complete routine examination and to 
plan an operation properly. One indication for urgency. 
however, was the decline in visual acuity. The,visua! 
acuity might remain normal for a long time; but when 
it did diminish, it failed rapidly. 

Dr. I. D. Mitten (Sydney) was worried by the seeming 
paradox of conditions which led to dilatation of the 
ventricular system and conditions which led to the develop- 
ment of papilledema. In each of three patients who had 
suffered from recurring attacks of bursting headache, there 
was marked dilatation of the ventricular system due to 
intraventricular tumour, but no papilledema. 

Dr. Mark Garpner (Melbourne) stated that it was very 
difficult to differentiate between papilledema due to 
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pressure or papilledema associated with retrobulbar 
neuritis, arteriosclerosis or other diseases. A similar 
position, he believed, arose in connexion with primary and 
secondary glaucoma. He had seen a patient with Sir 
Richard Stawell who had what appeared to be definite 
retrobulbar neuritis with slight papilledema in one eye. 
The visual acuity fell to */,, with a definite central 
scotoma. The papilledema subsided and the patient 
regained central vision. Later the patient was operated 
upon for a cerebral tumour. 


Dr. I. M. Atten (New Zealand) asked Dr. Joyce if he 
believed that slight swelling of the disk might precede an 
optic atrophy in patients with Foster Kennedy’s syndrome. 
To approach intracranial tumours from the standpoint of 
papilledema, he believed, was waiting too late before 
making a diagnosis. Headache, vomiting and papilledema 
were found in under 20% of patients seen for the first 
time with cerebral tumours. Dr. Allen therefore stressed 
the’ view that raised intracranial pressure, rather than 
papilledema, should be considered one of the symptoms 
of tumour. 

Dr. Joyce, in reply, stated that bilateral papilledema was 
not always an indication of intracranial tumour. In 
nephritis usually, but not always, changes were seen in 
the retina. He believed that papilledema was likely to 
be higher on the side opposite to the tumour than upon 
the same side. Visual acuity and fields of vision, rather 
than papilledema, were criteria which suggested urgency 
of interference. Papilledema was not inflammation of the 
nerve head. Retrobulbar neuritis was inflammation 
behind the cribriform. Papilledema was purely edema of 
the disk, and the loss of vision was due to the retina 
being lifted, with consequent enlargement of the blind 
spot. There was no inflammation as in optic neuritis, 
and so central vision remained intact. 

In reply to Dr. Cox’s question, Dr. Joyce said that 
Halliburton thought that an extract of the tumour might 
act as a hormone and so cause an excessive secretion of 
cerebro-spinal fluid. He did not think that * was justifiable 
to interfere with a case of papilledema the origin of which 
was uncertain. In this connexion it was well to remember 
that a central scotoma usually resulted from optic 
neuritis. 

In reply to Dr. Lindon, Dr. Joyce said that sometimes 
tumours were associated with low pressure as measured 
by lumbar manometry. There might be a block at the 
foramen magnum. If the intraocular pressure was raised, 
papilledema probably would not develop. Conversely, if 
the intraocular pressure was reduced, then papilledema 
might result without the increase of intracranial pressure. 

Dr. Joyce was unable to reply to Dr. Allen from personal 
experience, but it was reasonable to assume _ that 
papilledema might occur in the ipsilateral eye before the 
tumour above the optic nerve nipped off the subarachnoid 
space. Frequently patiénts were seen by the ophthal- 
mologist with no other signs or symptoms than 
papilledema. He therefore stated that papilledema was 
often the first sign of a cerebral tumour. 


Dr. pe Crespiegny stated, in reply, that papilledema 
and blindness might be due to the same cause, but 
papilledema was not the cause of blindness. He remem- 
bered seeing a child with symptoms of encephalitis which, 
he believed, were due to “X” disease. The child was blind 
for three to four months, but useful vision had returned. 

In referring to Foster Kennedy’s syndrome, Dr. de 
Crespigny stated that Sir William Gowers wrote to 
Hughlings Jackson stating that the only possible cause of 
papilledema in one eye and optic atrophy in the other 
was a tumour pressing on the nerve on one side causing 
optic atrophy, while increased intracranial pressure caused 
papilledema on the other. He previously believed that 
papilledema was always caused by increased intracranial 
pressure, but he had recently seen a patient with 


papilledema in whom the cerebro-spinal fluid pressure 
was low. The patient had a tumour in the posterior fossa, 
and it was shown that the circulation of cerebro-spinal 
fluid from the lateral ventricles was uninterrupted. He 
believed that all students should be taught to use the 
ophthalmoscope. Papilledema, he said, was sometimes the 
presenting sign of intracranial tumour. 





SECTION OF OTO-RHINO-LARYNGOLOGY AND 
SECTION OF RADIOLOGY AND ELECTRICAL 
THERAPY. 





Carcinoma of the CEsophagus. 


A MEETING of the Section of Oto-Rhino-Laryngology and 
the Section of Radiology and Electrical Therapy was held 
to discuss carcinoma of the esophagus. Dr. J. O’SULLIVAN 
occupied the chair. 


Dr. GaRNnetT Hattoran (Sydney), in the opening paper, 
said that the subject was worthy of discussion because 
cancer of the esophagus ranked fourth in the order of 
frequency of cancer in males. Carcinoma of the esophagus 
was almost always a squamous epithelioma, often of a 
baso-cellular type, such as was known to be highly sensi- 
tive to radium. ‘Rarely it might be an adeno-carcinoma 
arising from glandular structures, and this form usually 
occurred in the lower third of the esophagus. Mailer had 
described three pathological types: (a) a bulky polypoid 
type, (b) a shallow ulcerating type, and (c) a hard infil- 
trating scirrhous type. The mode of spread was by direct 
extension, by lymphatic’ permeation and embolism, by 
the blood stream and by implantation. Cancer of the 
e@sophagus could no longer be regarded as having a low 
grade of malignancy. Dr. Halloran quoted several authors 
in support of this statement, and pointed out that the 
tumours were mostly of the highly malignant type— 
Grades III and IV according to the classification of 
Broders. 

Dr. Halloran then proceeded to describe the clinical 
course of the condition. He laid stress on the insidious 
nature of the onset which occurred without pain. In over 
90% of cases dysphagia was the first symptom, and at 
this late stage the patient was usually submitted for 
clinical examination, In a large percentage of cases a 
diagnosis of neurosis was made. In every one of 100 cases 
investigated by Dr. Halloran for the purposes of the 
present discussion the disease had been in an advanced 
stage when the patient first came under treatment. Dr. 
Halloran suggested that all patients over the age of forty- 
five years, who for one month suffered from persistent 
symptoms referable to the upper part of the digestive 
tract, should be examined for carcinoma of the esophagus. 
Further, such patients should be examined by direct 
esophagoscopy as well as by X rays, even if X ray 
examination failed to reveal an abnormality. By 
cesophagoscopy a snipping could be taken for biopsy, and 
the degree of permeability of the stricture as well as its 
length and size could be determined. Dr. Halloran illus- 
trated his remarks by giving details of several case 
histories. In one case carcinoma and a syphilitic lesion 
had been coincident; in another stricture had been due 
to syphilis alone. 

In discussing treatment, Dr. Halloran referred briefly 
to wsophagoscopy and to intubation by the method of 
Souttar. He referred to the methods of radium therapy 
described by him in this journal in the issue of February 
11, 1933, but added that a satisfactory radium technique 
had still to be evolved. He said that the work of Guisez, 
of Paris, was worthy of notice. Guisez used 100 to 120 


milligrammes of radium bromide, screened by 1-5 milli- 


metres of platinum, inserted every two days for ten to 
twelve hours. In discussing X radiation, Dr. Halloran 
said that protracted X ray treatment was on its trial. 
He referred to a paper by Eddy, of Melbourne, in which 
it was suggested that the action of mixed radiations might 
have important biological consequences. Dr. Halloran 
asked whether therapeutic use could be made of these 
mixed radiations in the esophagus if they were controlled. 
After referring to neutrons and their production by the 
ionic bombardment of beryllium, he asked whether such 
bombardment could be attained by the introduction into 
a stricture of beryllium and radon. - He concluded by 
saying that research into the nature of matter and the 
action of newly discovered radiations upon biological 
material should not be neglected by the clinician. 


Dr. J. G. Epwarps (Sydney) stressed the importance of a 
thorough examination by a skilled radiologist in patho- 
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ee conditions of the esophagus. The two most valuable 

of examination were the radiological and the 
poor Aah the use of bougies for investigation should 
be avoided owing to the extreme danger of perforation of 
the esophageal wall. Preliminary screening demonstrated 
the general condition of the chest and mediastinum and 
would reveal the presence of aortic disease or of medias- 
tinal newgrowth. 

Definite routine was necessary and the position recom- 
mended was the oblique one with the right breast to the 
tube and with the screen over the left scapula. Visual 
accommodation was necessary and fifteen minutes should 
be spent in complete darkness before undertaking 
fluoroscopy. Usually the patient was examined in the 
erect position, but at times it was of value to make the 
examination with the patient in the prone or inverted 
position, in other words, the patient was made to swallow 
“up-hill”. This procedure showed up the, process of deglu- 
tition and allowed more time for the study of the 
esophageal outline. 

The opaque media used consist of (a) fluid meal, (b) a 
meal of the consistency of porridge, and (c) a further meal 
after the patient had been given biscuit or bread crumbs 
to swallow. The last-mentioned procedure would cause 
irritation to any superficial lesion and induce spasm at the 
level of that lesion. 

Normally the esophagus was a tube without anatomical 
constrictions. There was usually slight pressure at the 
level of the aorta and a slight hesitancy at the cardiac 
orifice. A wave-like movement of the lower two-thirds 
of the tube was seen frequently owing to respiratory and 
cardiac movements. Simple lesions generally followed 
irritant poisons, while deformity of the esophagus was also 
seen after glandular infections with adhesions or with 
pressure. Pouches were common and caused little difficulty 
in diagnosis. They might occur at any level. 

Malignant lesions showed obstruction with a thin trickle 
of the opaque meal through the diseased section of the 
esophagus. The lower part of a malignant lesion usually 
showed a ragged appearance. High lesions frequently 
caused regurgitation of the meal into the larynx, but lesions 
lower down rarely caused this complication. Pleural 
infection with empyema was not uncommon in advanced 
cases. 

Cardiac achalasia frequently caused difficulty in diag- 
nosis, but the situation of the obstruction with greater 
esophageal dilatation than was usual in malignant disease 
generally made the differentiation easy. Fluoroscopy was 
also of great help to the surgeon in placing radium in 
position. Dr. Edwards illustrated with lantern slides the 
various conditions that he mentioned. 


De. C. pz Moncnaux (Sydney) said that justification of 
radiotherapy in carcinoma of the gullet lay in its pallia- 
tive effect. By far the majority of carcinomata of the gullet 
were of the epitheliomatous type and belonged to either 
Grade III or Grade IV (Broders’s classification); in other 
words, they were relatively radiosensitive. 

Methods of treatment might be divided into internal or 
intracavatory and external or transcutaneous. Many 
4@ifferent techniques had been tried in each method with 
the tendency gradually towards deep X ray therapy to 
t the local intracavatory methods. The external 

provided more uniform energy distribution in and 
around the primary growth. 

There were two intracavatory methods, (a) intubation 
(the insertion of radium or radon tubes into the lumen of 
the esophagus) and (b) implantation (insertion of radium 
needles or radon seeds interstitially into the actual tumour 
tiesue iteelf in the wall of the gullet). There were also 
two external methods, deep X radiation and the use of 

. The latter was suitable, however, only 
lesions in the upper third of the 
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After referring to the method of intubation used by 
Gutaes, who claimed that in a number of cases life had 
prolonged up to ten years, Dr. de Monchaux said 
tet in the external method, of which deep X ray therapy 
was the commonest form, radiant energy was administered 
according to the principles of the modern fractionated and 
protracted method of Coutard. Maximum depth dose to 
the tumour site was aimed at consistent with the minimum 
of damage to the intervening skin and also to the adjacen: 
lung tissue. This was achieved by using multiple narrow 
fields in series, and of this method, Levitt, of St. 
Bartholomew's Hospital, had been one of the chief 
exponents, and had obtained some encouraging results. 

Briefly, Levitt’s method was to use fairly large doses 
{60% U.S.D.) to six or eight perithoracic fields in 
sequence, the treatment lasting four to six weeks and the 
total dose delivered being in the region of 360% U.S.D 
Levitt considered it important that a sufficient length of 
esophagus, above and below the growth, should be include: 
in the irradiation, because of the known tendency of the 
disease to spread up and down the esophagus. A Thoreus 
filter and a kilovoltage of 200 were used in all case: 
Levitt used six narrow fields grouped about the mid-lin: 
three anteriorly and three posteriorly, and he had _ recent}; 
stated that a good palliative result was obtained in more 
than 60% of cases, the growth apparently disappearing and 
swallowing being restored. The best situation would appear 
to be the upper third of the esophagus, but a growth in 
the lower third gave the worst results. Levitt’s technique 
marked a definite advance on previous methods of irradia- 
tion in w@sophageal carcinoma. On the whole, howeve’, 
@sophageal tumours responded poorly to irradiation. 

After enumerating the reasons for this poor response, 
Dr. de Monchaux said that there were important pre 
requisites to successful radiotherapy which had to be 
satisfied. These essential prerequisites were: (a) An early 
stage in the neoplastic process (preferably in Stage i, 
without extension to the regional lymph nodes); (b) radio- 
sensitivity of the tumour; (c) satisfactory state of the 
tumour bed (the supporting and surrounding tissues) 
(d) absence of infection or sepsis; (¢) adequate irrigation, 
in other words, a good blood supply; (f) adequate drainage, 
in other words, unimpaired lymphatic supply. These were 
all of paramount importance in radiotherapy and yet half 
of them, or at least a third, remained unsatisfied. The 
ordinary squamous celled carcinomata of the gullet weve 
relatively radiosensitive and had a relatively good blood 
supply and a rich lymphatic drainage, so from these aspects 
alone such tumours should respond well to irradiation. But, 
on the other hand, they were in almost every case we!! 
advanced when first seen, and also they often, because 
of their advanced stage, showed evidence of superadd«d 
infection. Lastly, and perhaps the most important of 2!!. 
— had a poor, ae miserable tumour bed to support 

em. 

Dr. de Monchaux concluded by stating that there was 
a reasonable explanation of why carcinomata of the gulle* 
were difficult to treat by irradiation, and why they failed 
in so many cases to show anything more than a mere!r 
palliative response to the application of radio-energy. Bu 
because of the definite palliation and the mitigation of 
symptoms obtained by radiotherapy in esophageal car- 
cinoma, its use was justified and preferable, in Dr. <« 
Monchaux’s opinion, in the form of deep X ray therapy 


Dr. N. Meacite (Sydney) asked Dr. Halloran what method 
of treatment other than intubation had been used in 5+ 
treatment of the patient with msophageal carcinoma wo 
had survived for twenty months. Dr. Tilly, of Universit 
College Hospital, London, had had results in the irradiation 
treatment of carcinoma of the @sophagus which were o™ 
so good as those of Dr. Levitt of Saint Bartholome* + 
Hospital. He had handed over to Dr. Levitt a man wits 
a three months’ history of carcinoma, and this man bz< 
carried on for eighteen months after treatment by D: 
Levitt. Then the difficulty in his swallowing had be 
due to strictures which were relieved by bougies. Improv= 
ment for five months later was noted. He was the 
intubated and lived in comfort for a period of two yee" 
from the commencement of treatment. There was no dou 
that Dr. Levitt’s methods had given relief. 
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Dr. K. Hattam (Melbourne) expressed disappointment 
that in the diagnosis of esophageal lesions the swallowing 
of capsules had been a failure in the hands of Dr. Edwards. 
In the Plummer-Vinson syndrome he felt that the capsule 
method was of great value, as the patient could swallow 


thin and thick barium emulsions with ease. The capsule, | 
however, invariably was held up in the upper part of the | 


e@sophagus. A case of early diagnosis of carcinoma of the 
@esophagus was missed at the London Hospital because 
of the failure of the out-patient physician to take the 
advice of the radiologist that the patient should be 
examined with the wsophagoscope. Quite early in 1931, 
the radiologist had stated that, although he could not 
find a definite lesion in the esophagus, he was suspicious 
of the middle portion and recommended csophagoscopy. 
This, however, was not done, and when the patient next 
returned for reexamination in July of that year an obstruc- 
tive carcinoma of the wsophagus was found at the site 
previously under suspicion. Dr. Hallam asked the radio- 
therapists whether leucoplakia would react to irradiation, 
as he, with many others, felt that this was an early stage 
of carcinoma; and in the museums at the London Hospital 
and the Royal College of Surgeons he had seen in the post 
mortem specimens of leucoplakia all the aspects associated 
with carcinoma. In the diagnosis of carcinoma of the 
esophagus, he was convinced that endoscopic methods were 
superior to radiological methods, because the direct vision 
was of greater value than the opaque meal method. That 
patients with carcinoma of the upper portion of the 
esophagus were unable to swallow fluids and were still 
able to swallow solids was probably due to the fact that 
in this portion of the esophagus voluntary muscles were 
still present, and solid foods could be forced through the 
e, whereas the gravitational method of swallowing 
fluids did not come into play because of the constriction. 


Dr. H. M. Jay (Adelaide) was emphatic in saying that 
the diagnosis of the Plummer-Vinson syndrome was a 
dangerous one and should not be made except by 
esophagoscopy. One patient whom he had seen had had 
fibrous bands at various levels and the visual impression 
of the lesion was different from the usual description. He 
had had two patients who had been diagnosed as suffering 
from the Plummer-Vinson syndrome, but each, when sub- 
mitted to endoscopy, were found to be suffering from 
advanced carcinoma. In one case he had found that 
diathermy of the growth gave great relief. The response 
of adenocarcinoma of the upper part of the wsophagus to 
radon implantation had been excellent. 
had revealed no lesion after treatment, except for one 
small break in the mucosa. This was the only case in 
which irradiation had restored the lumen. 


Dr. A. T. Nispet (Sydney) said that the average 
Australian would not allow the radiotherapist to cause 
extreme irradiation phenomena, and this militated against 
the radiotherapist’s getting any results. Therefore, in 
future, he intended to use 12 to 14 fields of radiation in 
all his cases of carcinoma of the esophagus. He did not 
think that when sufficient filtration was employed frequent 
irradiation would cause pulmonary fibrosis. He quoted 
ome case, as a note of optimism in the rather gloomy 
discussion. He had had a four-years’ cure of carcinoma 
of the upper part of the esophagus; he held that irradia- 
tion should be carried out in all cases and that in time 
technique would be improved. He had found that leuco- 
plakia could be cured by irradiation in small doses. 


Dre. H. A. McCoy (Adelaide) stated that one of his 
patients treated by “cavatory radium” had had temporary 
amelioration. He pointed out that carcinoma of the 
esophagus might spread by implantation in another part 
of the esophagus, and gave details of a case in which this 
had occurred. It was possible to demonstrate the mucous 
membrane of the @sophagus by using a very thin emulsion 
of barium, and thus a finer technique could be evolved 
by this method. The lumen of the esophagus before the 
ebdstructing carcinoma could be demonstrated by the double 
swallow method; in this method the patient was held 
head downwards so that reflux from the stomach occurred 
while he was still swallowing. 


Dr. B. L. W. Cuarke (Brisbane) found that “Thorotrast” 
was superior to barium in outlining the mucous membrane 





of the esophagus. A case in which carcinoma of the 
wsophagus had been overlooked by using a barium emulsion 
was shown by using “Thorotrast” to be one of carcinoma. 
However, Dr. Clarke understood that “Thorotrast” was a 
carcinogenic substance, and therefore should be used with 
caution. 


Dr. R. V. Hennessy (Melbourne) thought that most 
irradiation treatments were doomed to failure because of 
errors of omission in such treatments. Sometimes in car- 
cinoma of the esophagus obstruction was mainly due to 
edema from infection of the esophagus, and this could 
be cleared up by gastrostomy. After gastrostomy the 
patient’s temperature returned to normal and the symp- 
toms became less pronounced; therefore he held that 
gastrostomy should be done in all cases before irradiation 
was undertaken. Also it was inevitable that after irradia- 
tion a reaction in the form of edema and secretion of 
mucus should be produced. 

Dr. R. McM. Gtynn (Adelaide) said that he believed 
that gastrostomy did not remove the excess of mucus and 
foul secretions from the carcinoma. He preferred the use 
of Souttar’s tubes to relieve the distress. They were some- 
what difficult to insert without causing undue trauma 
because some patients came too late. He referred to a 
patient who had been treated by Dr. Verco for six months 





CEsophagoscopy | 


by irradiation; the patient had had severe reactions and 
he preferred intubation to irradiation. Carcinoma of the 
eardiac portion of the stomach might give rise to 
esophageal symptoms, but it was very difficult to diagnose 
these either by endoscopy or by the barium emulsion. 


Dr. S. Verco (Adelaide) expressed the opinion that 
gastrostomy might be of advantage in the irradiation treat- 
ment of carcinoma of the esophagus. Intubation might be 
used in some cases, but it was difficult to decide in which 
case intubation should be used and in which case irradia- 
tion. At times it might'be better to allow the patients 
to drift to painless death under narcotics than to subject 
them to severe therapeutic measures. 


Dr. J. O’Sutuivan (Melbourne), the Chairman, com- 
mented on the thin barium emulsion as showing up the 
mucosity of the esophagus. He said also that the throat 
surgeon should give the radiologist some indication of 
which part of the esophagus he wished to have examined. 
| so that it might be meticulously studied at the X ray 
| examination. Cinematography might be useful, and he 
| thought that Dr. Hennessy’s mention of occlusion by 
gastrostomy was a very good idea. 


In reply, Dr. Edwards said that he had given up the 
use of capsules because he had been very frequently misled. 
As a guide he had found that the shot on a cord was 
useful, since it might be found some days later in the 
stomach. 

Dr. Halloran said that possibly leucoplakia of the 
esophagus might be missed because when the patient was 
under general investigation, the leucoplakia patch might 
change colour. In his hands he had found that patients 
for whom intubation was performed did not do too well, 
but occasionally excellent results were obtained. Care 
should be taken that the tubes were not blocked by lumps 
of food. In answer to Dr. Meacle, he said that his patient 
had received no treatment other than intubation. In 
Sydney, ten years previously, intubation had been violently 
opposed by the general surgeons, but now there was no 
opposition, and the aim was to send patients suffering 
from carcinoma of the wsophagus to the throat surgeon 
as early as possible for intubation. If this could not be 
done, surgeons were very disappointed, as they now recog- 
nized the value of this method. The intubated patient was 
happy in contrast with the man with a gastrostomy, 
because the intubated person could swallow fluids by the 
natural route, and thus lead a normal and convivial 
existence. 

Dr. de Monchaux confirmed Dr. Nisbet’s statement that 
leucoplakia was sensitive to irradiation. He recognized 
that superadded infection was a very important factor in 
carcinoma of the wsophagus and that gastrostomy should 
be done whenever possible. The reactions of patients to 
irradiation were now not nearly so severe as they formerly 
had been. 
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SECTION OF OTO-RHINO-LARYNGOLOGY AND 
SECTION OF NEUROLOGY AND PSYCHIATRY. 


Brain Abscess. 


A MEETING of the Section of Oto-Rhino-Laryngology and 
of the Section of Neurology and Psychiatry was held to 
discuss abscess of the brain. Dr. Garnet HALLORAN 
occupied the chair. : 


Dr. C. Cantor, in the opening paper, said that the 
condition of cerebral abscess was one which few surgeons 
had the opportunity of observing and treating in any 
number. Nevertheless, it was not rare, and increasing 
knowledge was bringing to light many of these cases. 
Dr. Cantor’s paper was based on the personal observation 
and treatment of nine cases and on a study of available 
literature. Four patients developed temporo-sphenoidal 
lobe abscess: two recovered completely and two died. In 
the latter two the abscesses were of the acute non- 
localizing type, and showed no attempt at capsule forma- 
tion. There were three cases of cerebellar abscess, with 
one recovery. One patient (Case IV) was admitted to 
hospital moribund, and perhaps, strictly speaking, should 
not be included in this series. 

Two patients developed frontal lobe abscess, one in the 
right lobe following pansinusitis and frontal osteomyelitis. 
This patient recovered and died two and a half years later 
from the effects of the osteomyelitis. The remaining 
patient had two abscesses, one in the right and one in the 
left frontal lobe. Both abscesses were diagnosed and 
drained, but the patient did not recover. The immediate 
recovery rate was thus 44°4%. 

In a large series about 80% of cases of temporal lobe 
and cerebellar abscess would arise from chronic suppura- 
tive otitis media and chronic mastoiditis, and the 
remainder from acute and subacute mastoid infection. 
The most frequent cause of frontal lobe abscess was frontal 
sinusitis, which might be acute or chronic, or complicated 
by ethmoidal infection or orbital cellulitis. The latter 
might exist alone or give rise to frontal bone osteomyelitis. 

Early diagnosis was important, though not necessarily 
indicative of early operative treatment. Actually, cases in 
which diagnosis was made later and in which operation 
was performed after the abscess had been present for 
some time, gave better results. This was well exemplified 
in Macewan’s famous series. 

Pathologically, recovery depended largely on whether or 
not the abscess would localize and thus limit spread of 
infection. The early signs were due to cortical encephalitis, 
chilliness or a rigor, often vomiting, headache, and a 
rise in temperature. The association of these symptoms 
with a discharging ear, or frontal sinusitis or orbital 
cellulitis, should make one look for further evidence of 
cerebral infection. Persistent headache was most 
important, as also was a drop in the pulse rate. This 
latter might be present for only a short time, and should 
be carefully watched for. Convulsions always meant a 
cortical extension of the inflammation. Cerebro-spinal 
fluid examinations were of the utmost importance. 
Pressure changes by manometry, cell counts, chloride and 
protein estimations should be made as frequently as 
necessary, and the progressive results should be compared. 
Before localization had occurred the cell count would be 
high, depending on the size of the abscess, and the 
chloride content correspondingly low. When the abscess 
was well localized, the cell count and chloride value 
might be normal or almost normal, but the pressure would 
be raised as was the protein content. 

Signs of localization depended on the size of the abscess 
and the involvement of contiguous areas by edema and 
encephalitis. In temporal lobe abscess the areas affected 
might be the face, arm or leg cortical areas, the corona 
radiata, internal capsule or optic radiation, with also on 
the left side the speech areas. In the cerebellum localizing 
signs did not appear until the dentate nucleus was 
involved and the frontal lobe had no absolutely 
pathognomonic signs. 

Not uncommonly an abscess was silent; in other words, 
apart from the general signs and symptoms common to 
cerebral suppuration, no localizing signs appeared. A 





temporal lobe abscess situated low down, of moderate 
size and well walled off, or a cerebellar abscess encapsulated 
with little edema or encephalitis, and this not affecting 
the dentate nucleus, would produce no signs characteristic 
of lesions in these areas. Consequently diagnosis might 
depend on the history, repeated examination for any of the 
signs and symptoms common to cerebral suppuration in 
any site, on the results of cerebro-spinal fluid examinations 
and on operative findings, such as a fistula, sequestrum, 
discoloration, granulations or bulging of the dura. The 
absence of a bulging tense dura in no way contraindicated 
the presence of an abscess. 

The treatment of cerebral abscess was by surgical 
drainage. The best approach for temporal lobe abscess was 
via the mastoid, with wide exposure of the tégmen antri 
et tympani, and removal of part of the temporal squama. 
Some authorities still advocated exploration and drainage 
via the temporal fossa. 

For cerebellar abscess the mastoid approach was also 
used, and the cerebellum was exposed in front of or behind 
the lateral sinus, depending on whether the abscess 
originated from a suppurative labyrinthitis or lateral 
sinus infection and also on the position of the sinus. 
Frontal lobe abscess was best drained by approach through 
the posterior wall of the frontal sinus. If the abscess 
was not satisfactorily accessible by this route, direct 
external approach through the frontal bone by trephine or 
osteoplastic flap should be niade. 

For exploration the use of blunt angular forceps was 
advocated, as they could be slightly opened and allowed 
the evacuation of pus which would not pass down a 
cannula. Tube drainage was satisfactory, and, if possible, 
two tubes should be used. The utmost gentleness was 
necessary in applying drainage to such a delicate inflamed 
tissue, as it was extremely easy to damage the brain or 
abscess wall and cause encephalitis, suppurative meningo- 
encephalitis or secondary foci, with consequent fatal 
results. 

Considerable improvement in the patient’s condition 
indicated successful drainage, and on no account should 
the tube be removed for ten to fourteen days. If a well 
formed track was not present, it might be impossible to 
replace the tube without considerable damage to the 
inflamed brain. If drainage was not free, there would be 
a return of the headache, drowsiness or vomiting. Gentle 
manipulation or cleansing of the tube under perfect 
illumination might give exit to banked-up pus. 

Secondary abscess from tube or instrument damage to 
the capsule wall, encephalitis with edema from trauma, 
meningitis from leakage into the subarachnoid space might 
all cause a fatal result, and while the post-operative period 
was often free from worry, it was full of dangerous possi- 
bilities. Undoubtedly the best master was experience, but 
this was not always possible, and a study of the lucid 
writings of Macewan, Eagleton and Miles Atkinson would 
amply repay the surgeon who had suddenly to deal with 
a case of suspected brain abscess. 


Dr. L. C. Linpon (Adelaide), in a paper on brain abscess 
secondary to infection of the mastoid or sinuses, said that 
he had had personal experience of only thirteen verified 
cases of brain abscess; of these, only six were secondary 
to mastoid infection. But there were also four cases of 
suspected abscess, and his paper was based on these ten 
cases. He considered two aspects: some problems of diag- 
nosis and of treatment. The more straightforward cases 
were managed successfully by the otologist; as a rule, the 
neuro-surgeon saw only the doubtful cases. Dr. Lindon 
quoted cases to illustrate some of the problems of diagnosis. 
The first two were cases of aseptic intracranial com- 
plications. A woman suffered from otitic hydrocephalus. 
The condition was a true hydrocephalus, the cerebro-spina! 
fluid being normal, except for the pressure, which was 
over 500 millimetres of water. The condition was relieved 
by three lumbar punctures. Dr. Lindon explained that 
this condition was frequently associated with occlusion of 
the lateral sinus. The second case was one of aseptic 
meningitis. A woman suffered from a chronic left 
mastoiditis and an extradural abscess. Intense meningeal 
reaction was present, with hypertension of the cerebro- 
spinal fluid, high protein content, and over 2,000 poly- 
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morphonuclear cells per cubic millimetre. Resolution 
occurred after three lumbar punctures. 

Dr. Lindon then referred to a case of resolving 
encephalitis. The patient was eight years of age. He was 
subjected to a bilateral mastoid operation and developed 
streptococcal septicemia, bronchopneumonia and nephritis. 
He also had signs of involvement of the left hemisphere, 
hemiparesis, drowsiness and bilateral papilledema. The 
cerebro-spinal fiuid remained sterile and _ resolution 
occurred. The boy was still quite well. 

Dr. Lindon then referred to two cases of chronic encysted 
abscess in which the cerebro-spinal fluid was at no time 
abnormal, except in regard to pressure. In the first of 
these, a man, aged twenty years, had suffered for four 
months from right-sided otorrhea. A mastoid operation 
was performed, and the patient suffered from headache 
for two weeks. The cerebro-spinal fluid was normal, but 
signs of a right temporo-sphenoidal lesion appeared. A 
first-stage operation disclosed a mass at a depth of three 
centimetres. Five days later the encysted abscess was 
removed. Death occurred eight days later from cerebral 
thrombosis. In the second case the patient was a girl, 
six years of age, who was submitted to a bilateral mastoid 
operation. During the next five months the child was 
never well, but complained of frequent headache and 
vomiting. When seen four months after the original opera- 
tion a diagnosis of an intracranial lesion, either abscess 
or tumour, was made. The cerebro-spinal fluid was normal. 
The patient had two chronic encysted sterile abscesses 
in the right temporo-sphenoidal lobe, one being attached 
by a stalk to the tegmen tympani. Sterile pus was also 
found in an occluded right ventricle. The patient died 
later from post-operative meningitis. 

In discussing treatment, Dr. Lindon asked whether these 
cases should be treated by the otologist or the neuro- 
surgeon. He concluded as follows: 

1. If secondary abscess was suspected as a complication 
of ear disease, a routine examination should be carried out 
by otologist and neuro-surgeon together. 

2. If suspicion was strengthened by this examination, 
the otologist should again explore the mastoid and dura, 
to the extent of exploring for subdural or cortical abscess. 
These were successfully drained through the original 
wound. 

3. Should conditions lead to the suspicion of a deep- 
seated or chrenic abscess or to frontal abscess, then the 
operator, whether otologist or neuro-surgeon, should be 
familiar with the procedure of excision of brain tissue. 
Adequate drainage could not be obtained through the usual 
mastoid or frontal sinus incision, though preliminary 
eradication of sinus disease had to be performed. 

4. The various stage methods of America and Europe, 
notably those of King and Vincent, were based on a know- 
ledge of the great tendency of a deep-seated abscess to 
develop secondary abscesses or spreading encephalitis. They 
all demanded adequate removal of the brain tissue over- 
lying the abscess. 


Dr. H. M. Jay (Adelaide) said that he intended to deal 
with only one or two aspects of this subject that appeared 
to be of outstanding importance. First of all, localizing 
symptoms might be due to a cortical encephalitis, or to a 
well-developed abscess. The fear that the symptoms might 
be due to the former (encephalitis) had made him post- 
pone operation in some cases in which it was probably 
wrong to do so. In any case, he always operated as late 
as he could with safety. The policy of early operation 
seemed to him to increase the likelihood of operating in 
those cases which had not progressed. past the stage of 
encephalitis, but of course in some cases localizing signs 
might never occurs He thought that it should be recognized 
that the pulse rate was not consistently low. It might 
drop only occasionally, but. these drops had their signifi- 
cance. On the other hand, the fall in pulse rate did not 
appear to Dr. Jay to be an ever present sign, and in 
reading through Neumann’s monograph on cerebellar 
abscess he had noted that in quite a number of the 
numerous cases he had collected there was no pronounced 
fall in pulse rate at any time. In two of Dr. Jay’s cases 
in which the presence of abscess was proved at operation, 
the puise rate at no time fell below 64 and 72 respectively. 











This might be a relative slowing, but it was not a really 
slow pulse. 

One feature in the examination of the cerebro-spinal 
fluid seemed to merit mention, and that was the increase 
in globulin. It had been Dr. Jay’s experience with prac- 
tically every specimen of cerebro-spinal fluid on which he 
had requested a report, whether a brain abscess was present 
or not, that increase in globulin had been found. This 
seemed such a consistent finding that Dr. Jay was afraid 
it had ceased to have any significance for him. 

Dr. Jay then showed charts of the fields of vision taken 
in cases of temporo-sphenoidal lobe abscess. One showed 
the diagnostic quadrantic defect, and one was normal. (Dr. 
Jay had not taken them himself.) In the one with the 
defect there was a curious history. Injury had occurred 


- eight years previously, and a temporo-sphenoidal lobe 


abscess was drained at that time. Then when Dr. Jay 
saw the patient he had a running ear, and a second abscess 
from which he also recovered. He was a lucky man. It 
was interesting to speculate on the relation that the second 
abscess bore to the first. 

Dr. Jay had notes of three cases of cerebellar abscess 
with which he had dealt personally, and it was worthy of 
note that two of the three patients had thrombosis of the 
latemal sinus, which necessitated surgical interference. Of 
these two patients only one recovered. The third case 
merited further mention. A mastoid operation had been 
performed twenty years previously in England. The patient 
came to Dr. Jay with a large sinus behind the ear filled 
with skin, hair and cerumen, the removal of which did 
not relieve his pain. Dr. Jay opened the old wound and 
found intense congestion of the bone, but no pus. The 
patient died of a cerebellar abscess, which Dr. Wunderly 
and he had failed to localize, as there was a complete 
absence of neurological signs. The only thing that could 
have put them right was the fact recorded in his notes: 
“Yelled with pain when trapezius is touched, but can fiex 
neck on chest.” Dr. Jay drew attention particularly to 
this, as it had puzzled them at the time. The fact that so 
many cerebellar abscesses originated through the internal 
meatus (49%), or the aqueductus vestibuli (34%) made 
the diagnosis difficult owing to the complicating factor of 
labyrinthine symptoms. 

Dr. Cantor had noted quite rightly that the diagnosis of 
frontal lobe abscess was notoriously difficult, and in one 
of Dr. Jay’s cases it had been rendered more difficult by 
the fact that the site of origin was not in the nasal sinuses, 
but in the mastoid. The effect on the patient’s mentality 
was most pronounced. 

Eagleton had drawn attention to the relative frequency 
of metastatic abscesses in the frontal lobe of otitic origin, 
and stated that this was not sufficiently recognized. 

Dr. Jay concluded with a reference to evacuation and 
drainage. He said that when an abscess was located he 
advocated the very careful use of a long bladed Killian’s 
speculum, as a means of obtaining free exit for pus. He 
had tried several types of drains, but had always found 
himself faced with the same difficulty (that of retaining 
it in position) until he used the gauze drain as described 
by Kerrison. It acted well, but had to be changed daily— 
a fact that would not recommend it to some. 


Dr. Dovetas Miter (Sydney) described a patient who 
had been operated upon two months previously for 
mastoid disease, although the surgeon had been unable to 
find much evidence of inflammation. The patient had 
complained of headache with localized pain and tenderness 
over the mastoid region. After the operation the patient 
complained of intermittent headache, which one day 
became so severe as to necessitate his readmission to 
hospital. A little nystagmus and doubtful unsteadiness 
in the performance of the finger-nose test one one side 
were found upon examination. The next day the patient 
was disorientated, maniacal and had visual hallucinations. 
There was no increase of cells in the cerebro-spinal fluid. 
That night the patient could be controlled only by 
mechanical means, and had to be moved to the Receiving 
House the next day. Within four days he was dead, and 
a large cerebellar abscess was found on autopsy. Dr. 
Miller had since seen these predominant mental changes in 
three patients with tumours in the posterior fossa. 
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Dr. J. K. Apey (Melbourne) amplified the point raised 
by Dr. Miller. He stated that cerebellar abscesses pro- 
duced acute mania and confusional insanity as frequently 
as frontal abscesses. Dr. Cantor had indicated the danger 
of withdrawing large quantities of cerebro-spinal fluid by 
lumbar pancture, but this was a useful procedure when 
the patient could not be examined because of restlessness. 
For some time afterwards the patient was practically sane. 
He stated that this procedure should be done in the 
morning, for confusion and mental disorientation always 
became worse towards the evening. 


Dre. Jonn SuHaw (Melbourne) reported a personal case 
of a youth of twenty-three years, who had had an attack 
of influenza fourteen days before. Two days before seeing 
Dr. Shaw, he complained of pain over the left eye, which 
became worse. On examination, pus was found in the 
left meatus under the middle turbinate, and there was 
slight tenderness under the left frontal sinus. The right 
side was clear. Dr. Shaw had given’ inhalations and nasal 
sprays, and pus was obtained from the left antrum when 
it was washed out. The temperature subsided, and five 
days after the operation the patient was feeling quite 
well. Seven days after the operation he awakened with 
intense headaches. His temperature was 100° F., and his 
pulse rate was normal. He stated that three years before 
he had had a similar type of headache over the right side 
of his forehead. At 3 p.m. the severe headache recurred. 
His temperature was 102° F. and his pulse 90. He asked 
Dr. Graeme Robertson to see the patient, and lumbar 
puncture revealed a slightly opalescent fluid under 
increased pressure, which contained 400 cells to the cubic 
millimetre. Two hours later, at operation, much pus was 
found in the left frontal sinus. The mucous membrane 
was grossly thickened. The posterior wall of the sinus 
was quite intact. However, in view of intracranial signs 
and Dr. Robertson’s insistence, the dura was uncapped 
and the wound was suddenly flooded with pus. The 
abscess was extradural, about an inch in diameter, and the 
dura was adherent around its edges. The next day the 
patient was very well, and subsequent lumbar puncture 
showed a fall in the cell count. Two days later the wound 
was again flooded with pus, and there appeared to be a 
pulsatile discharge from the depths of the sinus close to 
the mid-line. There were no intracranial signs, and the 
patient remained well. It was decided a few days later 
that the pus was coming from the sinus on the opposite 
side. X ray examination revealed only very slight changes 
in the right frontal sinus, but it contained pus, and 
ultimately complete obliteration of the sinus had to be 
done. A large necrotic area was found in the frontal 
septum. Fourteen days later his temperature suddenly 
rose to 103-5° F. and his pulse rate to 120. The wounds 
appeared normal, but the boy was extremely ill. The 
condition was thought to be a streptococcal one, and he 
was given “Prontosil”. Four days later his temperature 
was normal, and he had remained well since. 


De. L. B. Cox (Melbourne) stated that polymorpho- 
nuclear cells were more common in cerebrospinal fluid 
obtained from patients with tumours than with abscesses, 
bearing in mind the greater frequency of tumours. Dr. 
Cox agreed with Dr. Lindon that these patients would be 
better served by cooperation between the oto-rhinologists 
and the neurosurgeon. 


De. Gagner Hattoran (Sydney) stated that unilateral 
headache might be a sign of abscess when it occurred in 
an ambulatory patient with a chronic running ear. He 
also stressed the necessity for closest cooperation between 
the neurosurgeon and the otologist. The otologists trained 
in Europe were trained in the mastoid approach, but there 
were vast differences between superficial and deep 
abscesses and between the mortality under the two con- 
ditions. He also stressed the necessity for hastening 
slowly in this condition. 


Dr. Cantor, in reply, stated that he agreed that there 
should be the closest cooperation between neurosurgeon 
and otologist and that frequent examination should be 
made by a trained neurologist. He was not certain, 
however, whether the whole field should be handed over 
to the neurosurgeon. He thought that deep abscesses were 











uncommon, whereas the acute and superficial abscesses 
were very common. He believed that the interest of the 
otologists in the case would be greater if they handled it 
from the beginning to end, and the patient would gain 
in this respect. If he could visualize a condition with a 
deep abscess he would have no hesitation in handing it 


over to the neurosurgeon. He thought that a slight 
drop in the pulse rate and a slightly raised temperature 
were signs of considerable importance. 

Dr. Lindon agreed that the majority of abscesses were 
of a superficial type, but the deep ones he considered to 
be a very different problem. The difficulty in draining 
such abscesses had been stressed, and for this reason wide 
excision of the superficial brain and packing of the cavity 
with gauze were advocated. Cosmetic results were sacri- 
ficed, but this procedure avoided secondary abscesses and 
improved the after-results. 





SECTION OF PASDIATRICS AND SECTION 
OF DERMATOLOGY. 





Infantile Eczema. 


A meetiInG of the Section of Pediatrics and the Section 
of Dermatology was held to discuss infantile eczema. 
Dr. H. Dovetas StepHens occupied the chair. 


Dr. J. H. Ketty (Melbourne) read a paper entitled 
“Infantile Eczema”. He said that the term “eczema” 
was generally applied to a particular reaction of the 
cellular and vascular elements of the skin, which led to 
certain manifestations. Usually there was an _ initial 
erythema or redness followed by edema or swelling, with 
the development of fine papulation and vesiculation, which 
might be evanescent stages preceding the weeping phase, 
in which more or less exudation would occur. The exuda- 
tion might form a coagulum or incrustation; on the other 
hand, it might be so free and the patient’s rubbing so 
persistent that coagulation could not occur. The weeping 
stage was of variable duration, and ultimately the reaction 
subsided and involution occurred with the formation of 
scale. The cycle of events might be indefinitely repeated, 
and in the absence of gross secondary infection the 
restitution of the skin was always complete. The severity 
of the whole reaction varied considerably, and in one 
individual different stages of the disease might coexist: 
sometimes the process might oscillate at one stage. 

Discussing the nature of the sensation known as “itch”, 
Dr. Kelly said that it was still imperfectly understood, 
but that it demanded the existence of both the touch 
and pain mechanisms. Spontaneous itching in eczema 
and prurigo was held by Rothman to.occur only before 
and during the early development of fresh lesions. It 
was important to remember that the itch stimulus during 
sleep might give rise to scratching. 

True infantile eczema, Dr. Kelly said, occurred usually 
three or four weeks after birth or during the first few 
months of life. Patients were usually well-nourished 
infants, and red areas, with weeping or crusting and with 
or without blood, were seen on the prominences of the 
cheeks. Sometimes the scalp might also be affected, 
sometimes the prominences of the forearms and legs, and 
sometimes the body also. Secondary infections might also 
cause variations. The rash tended to become flexural a' 
the age of about six months, at the weaning period, or 
towards the end of the first year of life, and the condition 
was then known as flexural prurigo. Asthma might also 
appear at about the same time. Infantile eczema migh' 
persist until the end of the second year, or even longer 
and might alternate with flexural prurigo or asthma. 

Speaking of the etiology, Dr. Kelly said that it was 
almost a rule to find either parent highly strung, temper2- 
—— and over-anxious; there might be an allergic fami!) 

story. 

Dr. Kelly said that there was a difference of opinion 
with regard to the exciting causes of eczema. Man’ 
accepted the theory that all eczema was due fo sor: 
external irritant or other; but in “infantile eczema t!: 
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range of possible irritants was very limited, and although 
soaps and powders might cause irritant dermatitis, they 
could not cause the classic manifestations. The unaffected 
skin of the infant was not especially susceptible to 
irritants, and the napkin area was not often involved. 
Dr. Kelly said that Adamson held that eczema was always 
caused by the application of some local irritant, and that 


| methods of restraint to prevent scratching, (iii) preven- 


| or to a suitable hospital. 


infantile eczema was acquired as a result of local hyper- | 


sensitiveness of the skin to “normal irritants”. Dr. Kelly, 
however, pointed out that this theory did not account 
for the classic distribution and symmetry of the lesions 
of infantile eczema, and that the truth of the matter 
appeared to be that friction was the stimulus essential 
to the eczema reaction, in a skin that had a potentiality 
to react in that way. Dr. Kelly further said that the 
conditions governing the distribution of the 
sensation were unknown. It was difficult to accept the 
idea of a circulating irritant, because the irritation and 
eruption tended to occur in crises. It was clear that 
attacks in children might be provoked by conditions giving 
rise to nervous agitation; the children affected were 
usually alert, responsive and peculiarly fond of notice. 
Dr. Kelly then discussed the distribution and clinical 
course of infantile eczema. He said that the progress of 
the condition varied a great deal, occasional remissions 


tion of secondary infection, (iv) the use of sedatives, 
internally and externally, and (v) the transfer of the 
child from the mother to the care of a trained baby nurse, 
The segregation of children with 
asthma and prurigo for periods of one or two years with 
other children, under suitable conditions, had achieved 
remarkable results in his experience, Dr. Kelly said, and 
he had learned with pleasure that similar measures were 
being instituted at Guy’s Hospital in London. 

On the question of local treatment, Dr. Kelly empha- 
sized the value of the starch poultice, and said that a 


| tar-containing ointment was useful in the subacute stage. 


itching | 


usually occurring in which there was merely an improve | 


ment for a day or part of a day. A moderate degree of 
cervical glandular enlargement was usually present, and 
this became much accentuated if secondary infection 
occurred. The eczema might gradually disappear or change 
to flexural prurigo from the age of six months. 

Dr. Kelly said that he believed that the capacity to 
react with eczema was the inborn characteristic which 
became manifest when stresses and strains oppressed the 
individual, 
exhibited failure of adaptation. The eczematous subject 
of any age advertised his troubles in his skin. 


Speaking of the part played by diet, Dr. Kelly said that | 


the question of an allergic state was involved, and that 


80% of children..with infantile eczema were sensitive to | 
egg white, and might react in a startling way when eggs 
or food containing eggs were first introduced to the diet. 
Desensitization was achieved by the administration of an | 
increasing number of drops of egg white by mouth daily. 
Sensitiveness to other proteins might later appear, particu- | 


larly in children with prurigo and asthma. In the opinion 
of most dermatologists, however, juggling with diet had 
no influence on the course of infantile eczema; food 
allergy and external irritants were merely secondary 
aggravating factors, because they interfered with the 
chila’s general condition. 

Discussing prognosis, Dr. Kelly said that the nutrition 


| eczema. 
and that the child with infantile eczema | 


| causes were: 
| genital syphilis), 


of the child with eczema was usually well maintained in | 


the absence of infection and of difficulty in feeding with 
progressive loss of weight, vomiting attacks and bowel 


disturbances. When these were present, the outlook was | 


unfavourable. Most frequently infantile eczema ceased 
towards the end of the first twelve months, but it might 
even persist into adult life in the form of flexural prurigo 
if asthma developed. It was impossible to forecast which 
patients would respond to and which defy therapy. 


Dr. Kelly then discussed various complications of infan- | 
He said that infection gave rise to serious | = p ep ie uae might occur, for example, feathers, 


tile eczema. 
and sometimes fatal conditions. Many infants with eczema 
had a hypersecretion of mucus, and were liable to respira- 


tory infections, such as broncho-pneumonia. Asthma might | 


develop, and, associated with flexural prurigo, might 


mitis, which was only seen in fatal cases. 


various other conditions, such as seborrheic dermatitis, 
impetigo contagiosa, xeroderma and ichthyosis, impeti- 
ginized scabies, sulphur dermatitis, 
erythema infantum, and congenital syphilis. 


eczema disappeared, to return when this was over. 


been submerged by a graver crisis. 

With regard to management and treatment, Dr. Kelly 
said that five chief factors were involved. These were: 
(i) protection of the affected parts, (ii) appropriate 


papular urticaria, | 
He said that | 
during the intervention of any pyrexial complication the | any particular food, and if that food was still being taken, 
The | 


reason seemed to be that the functional disturbance had | 


persist to adult life. A rare complication was panovhthal- | and staphylococci flourished in these areas. 


Dr. Kelly then discussed the differential diagnosis with | allergic. 


should ask: 


Weak silver nitrate solutions and tannic acid lotions were 
of benefit on a weeping, inflamed surface. Soap and water 
should be avoided in the acute stages, but plain castile 
soap and warm water could be used in the absence of 


| weeping. The use of olive oil should be severely 


restricted, and, indeed, rest and the avoidance of all 

unnecessary interference were of supreme value. X ray 

treatment was not only useless, but dangerous; the same 

— to the use of Grenz rays and ultra-violet light 
8. 

Discussing internal treatment, Dr. Kelly said that 
thyreoid extract and ephedrine were of no use, but that 
injections of minute doses of adrenaline would cause 
acute exacerbation to subside rapidly, and that the dose 
might be increased if adrenaline was well tolerated. 


| Vitamin preparations might possibly be beneficial in a 


general sense, and hydrochloric acid given internally did 


| not appear to be of any value. Various forms of injection 


treatment had been tried at one time and another, but 
they did not appear to have any particular effect on the 
In conclusion, Dr. Kelly said that the attitude 
towards infantile eczema should not be hopeless, as so 
much could be done. 


Dr. HELEN Mayo (Adelaide), in her paper, described 
two types of infantile eczema, the allergic or facial, and 
the infective, beginning in the scalp. She described the 
causes as predisposing and exciting. The predisposing 
(a) Heredity, (0) infections (such as con- 
(c) diet, (d@) season. The exciting 
causes were diet and lecal causes. As far as diet was 


| concerned, the child was sensitive to particular food sub- 


stances. (In the case of a breast-fed child, the mother’s 
diet had to be studied.) Local causes included: irritants 
such as clothing, sun, wind, chemicals in crude soap et 


| cetera; trauma, especially scratching; and infection which 


might follow scratching. 

In the facial type the symptoms usually appeared after 
the second month and during the first year. The rash 
might be weeping and crusted, or dry and scaly. Soon 
after the onset the rash might involve the entire surface 
of the body, except the palms and soles. The pruritus 
was intense. In other cases only the extensor surfaces 
of the limbs and the flexures were affected. After the 
age of two the rash was less extensive. There might be 
a recurrence at adolescence. Other signs of allergy might 
appear, even during the first few months, for example, 


| asthma and bronchitis. Sensitization to foods might be 


demonstrated in two-thirds or more of the cases. Sensitiza- 


In the infective type the symptoms began in the scalp, 
which presented a weeping crusted surface and often raw 
patches behind the ears and in the skin folds. Streptococci 
In purely 
infective cases the outlook was slightly better than in the 
The two types might coexist. 

Dr. Mayo then discussed the way in which the sensitizing 
agent might be determined. She said first of all that if 
the child was breast-fed, the mother should be questioned 
as to whether during pregnancy she had a longing for 


an attempt should be made to determine that there were 
no obvious faults in the quantity or balance of her diet. 
Secondly, if the child was artificially fed, the clinician 
(a) What food was given? (db) Had the 
cow’s milk been boiled? (c) What quantities of food had 
bee given? (d) At what stage of feeding had the rash 
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appeared. Thirdly, the presence of digestive symptoms 
should be noted. Fourthly, skin tests should be carried 
out. Fifthly, elimination diets might be practised. Lastly, 
blood tests et cetera, might be carried out. 

Dr. Mayo then discussed preventive treatment. She 
said that the diet of all mothers during gestation should 
be well balanced and adequate, and that all babies should 
be breast fed as far as this was possible. A careful watch 
should be kept for digestive symptoms, especially when 
there was a history of an allergic hereditary factor. Raw 
milk and albumen water were dangers in such cases. The 
use of citrate of soda might be harmful. Excess of food 
was undesirable, and sometimes fat intolerance was 
present. Exciting and predisposing causes should as far 
as possible be avoided. 

In the treatment of the condition the child should be 
put to bed, and scratching should be prevented. If the rash 
was at the crusting stage, starch poultices should be used. 
Ointments, “Elastoplast”, and X rays were useful. Soap 
and water should be avoided, and oil should be used for 
cleansing. 

In the management of the child from the psychological 
point of view, restlessness should be allayed with sedatives. 
A calm environment should be secured. All possible 
causes of attacks should be removed from the child’s 
surroundings, for example, feathers, animal hair et cetera. 

Diet was a matter of trial and error. Eggs and cream 
usually could not be tolerated, and some patients were 
sensitive to cereal. The use of boiled or evaporated mulk, 
acidified or otherwiss, butter-flour mixture or vegetable 
milks might solve the problem. 

Desensitization might be achieved by oral administration 
or by injection. 

Dr. Mayo concluded by asking what was the determining 
factor in the response of an allergic child. Why should the 
response be eczema, asthma, urticaria, migraine or perhaps 
sudden death? 


Dr. H. Boryp Granam (Melbourne) said that he thought 
that the viewpoints of the two speakers were not easily 
to be reconciled and that he was inclined to lean towards 
that of Dr. Kelly. Dr. Kelly, however, had used such terms 
as “diet, in other words, food sensitization” and “diet 
juggling”, and had drawn attention to errors in diet as 
“aggravating factors”. In this way he had not gone as 
far as Dr. Graham would have wished to indicate the 
importance of diet in infantile eczema. Dr. Graham felt 
that “diet juggling” was not necessary, but that careful 
attention to the dietary was very important. Mothers 
of these babies were frequently very intelligent women, 
and the babies were often first-born children, and it was 
not surprising that the mothers tried too hard to do the 


right thing by the baby. Dr. Graham thought that it was | 


usually possible to explain the pediatric principles of 
mothercraft and babycraft to these women, and by that 
means segregation of the baby from the mother and from 
its home, which was always undesirable and increased 
rather than-allayed the anxiety factor, could frequently 
be avoided. He hoped that dermatologists would learn 
to appreciate the benefit of close cooperation with the 
pediatrist able to take charge of the feeding and manage- 
ment of the baby, while the dermatologist established the 
exact diagnosis and advised the appropriate treatment 
for the skin lesion. Dr. Graham added that he had 
arrived at the opinion that he had expressed not only from 
practical experience of the problem of eczema, but also 
on the negative evidence of the absence of eczema among 
several hundreds of babies the feeding and management 
of whom had been supervised by him from an early age. 


Dr. CHARLES SUTHERLAND (Melbourne) said that he was 
not a dermatologist, but generally saw cases of eczema as 
it occurred in asthmatic children. Anyone who saw 
numbers of asthmatic patients would be struck by the 
fairly frequent occurrence of complicating eczema and the 
sequence of eczema in infancy followed by asthma in 
childhood was fairly common. He thought it was usually 
recognized that in most of these cases there was intoler- 
ance of egg white or of some other food, and that by 
appropriate skin tests hypersensitiveness was demonstrable. 
It did not seem to be commonly recognized, however, 
that there was often associated hypersensitiveness to 











inhaled substances, and that in the majority of cases 
horse dander gave a very strongly positive reaction. Dr. 
Sutherland had no explanation to offer for this pheno- 
menon, but had seen dozens of instances in which infantile 
eczema had given place gradually to asthma, and in each 
reaction to egg white and horse dander was strongly 
positive. It happened fairly frequently that the sensitive- 
ness to egg white gradually waned and disappeared 
perhaps in the fifth year, whereas the sensitiveness to 
horse dander persisted or even increased; less commonly 
the association was between other foods and inhaled 
substances. 

He had found elimination of egg white beneficial, and 
it was seldom necessary to give sensitizing injections of 
egg white; sensitization by mouth was often helpful when 
the eczema had been controlled to some extent; but 
desensitization with horse dander often seemed to produce 
a rapid improvement in the skin condition, although he 
doubted whether it would help in the very acute stage. It 
was, of course, possible that sensitization to horse dander 
was comparable to the trychophytin reaction and indicated 
a response to some kind of infection. He found himself 
in agreement with Dr. Kelly when he said that the theory 
of contact with an irritant did not always.seem to fit in 
with the facts, although frequently he had seen cases in 
which contacts with silk, wool and kapok had seemed 
to be definite causes. He had formed the impression that 
allergic factors operating in infants with eczema were 
(a) foods, (bd) inhaled substances, and (c) contacts, in 
that order of importance. Usually, however, there seemed 
to be at least two factors operating. 

Apart from psychological aspects, Dr. Sutherland had 
sometimes seen patients improve when removed to a new 
environment, as was the case with asthma, and it was 
well recognized that urticaria papulosa would often clear 
up in one environment to relapse on return to the home. 

During the past few years he had found that prac- 
tically all these patients were sensitive to house dust. 
The theory that inhaled substances could sometimes cause 
skin manifestations was supported further by the fact 
that some individuals, particularly adults, got generalized 
dermatitis in the early summer and reacted strongly to 
pollens that were active at that time. 

Dr. Sutherland thought that there was a good deal to 
support the idea expressed by Dr. Helen Mayo, that hyper- 
sensitiveness in the infant might result from some 
abnormal craving of the mother during pregnancy; it 
seemed just possible that it would be worth while to 
eliminate egg white from the mother’s diet when a strong 
family history of allergy existed. 

In conclusion, Dr. Sutherland said that the importance of 
allergy could be assessed only by the accumulation of more 
facts. It would seem well worth while in these cases to do 
routine skin tests with a limited set containing only the 
more important reagents. He felt sure that after a few 
years analysis of these results would be most instructive 
and important indications for treatment might be 
discovered. 


Dr. E. H. Moteswortn (Sydney) confessed that infantile 
eczema was one of the bugbears of his practice. He wished 
to impress those at the combined meeting that they should 
eliminate the cases which looked like eczema, but were not 
eczema. He.mentioned particularly seborrheic dermatitis 
and certain streptococcal infections of the skin which 
simulated true eczema before treatment was started. True 
eczema included ichthyotic conditions and xerodermatitis. 
The skin was not waterproofed in the normal manner and 
allowed penetration of substances in watery solution that 
came in contact with it. In such cases it was likely that 
the condition would be due to an external irritant. Even 
in those conditions due to endogenous causes, external 
irritants should be carefully excluded from the applications 
used in treatment. Apart from these xerodermic cases, 
external irritants did not enter into causation very much. 
His experience was that in a great number of cases the 
condition was due to ingestion, and he agreed in this 
respect with Dr. Mayo and Dr. Sutherland to a large 
extent, rather than with Dr. Kelly’s negative opinions. 
In true eczema the important thing was not the local 
treatment, but the discovery of the cause. He allowed 
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the use of normal saline solution for bathing, but dis- 
allowed application of water or soap, and he had not 
found that olive oil was as damaging as Dr. Kelly had 
indicated, although perhaps the child might become 
sensitive to the oil if its use was long continued. 

With reference to local treatment, Dr. Molesworth said 
that he could not get babies with eczema to tolerate 
strong tar preparations, and he wondered whether those 
who stood it were really suffering from seborrhea. 
Desensitizing was very difficult, and he agreed with the 
practice of putting the child under hospital or nursing 
conditions if the mother and relatives fussed and bothered 
and became over-anxious. Dr. Kelly had rather damned 
X ray treatment, and he agreed to a certain extent; but he 
had never seen any cases of radiodermatitis resulting 
from such treatment in this condition, and he commonly 
applied fractional doses of X ray, especially in the flexural 
cases. The over-use of a method of treatment with lack 
of success should not be advanced as an argument against 
the proper use of that treatment. 


Dr. R. R. Werrennatt (Melbourne), referring to the 
cause of pruritus, said that in these exceedingly severe 
cases edema occurred in the deep layer of the skin, and 
accumulation of serum took place by osmosis, with exuda- 
tion distension of the layer. The irritation arose from 
the tension and the scratching resulted in the liberation 
of the serum, which was followed by the disappearance 
of the pruritus. With reference to the incidence of eczema 
in dermatological practice, Dr. Wettenhall stated that, in 
the old days, the incidence was in the neighbourhood of 
25%. In 1935, in an analysis of 10,000 cases in the practice 
of the late Dr. Herman Lawrence, 650 cases of eczema 
were found. Dr. Wettenhall had analysed 1,500 of his 
recent cases in the hospital clinic, and approximately 
3% were patients with eczema. The conclusion reached 
from consideration of these figures was that the diagnosis 
of eczema had become more precise. It was most important 
that the diagnosis should be correct. Loose diagnosis 
was responsible for the divergences of opinion on the 
efficacy of treatment by various methods. Latterly, monilia 
had come into the picture, and Dr. Wettenhall was sure 
that previously conditions due to monilia had been 
classified as eczema. If monilia infection was treated by 
mercurochrome or some other non-irritant antiseptic in 
the early stages, it cleared up readily. He regarded the 
question of the efficacy of X ray treatment as largely a 
personal one; he was sure that it could help to reduce 
inflammation; it was not to be used as a cure for eczema, 
but was useful as a help; he controlled the dosage carefully. 
Diet was of importance, and its supervision was useful. 
He had seen eczema aggravated considerably by the giving 
of too much orange juice. Similarly the diet of the nursing 
mother should be scrutinized because some of them ate 
extraordinary things. Pyogenic infections were most 
important, and at the Children’s Hospital he had noted 
the frequency with which children with eczema had middle 
ear disease. The resistance to infection was down, and 
this factor was operating in addition to any allergic 
manifestation. 

Dr. Wettenhall said that he relied on tarry washes 
to cleanse the surface, and after cleansing he frequently 
advised the application of Glycerinum Plumbi Subacetatis 
in the proportion of one drachm to one ounce of vaseline. 
He rarely used pure tar preparations, but they were of 
value at times with the cooperation of a nurse in attend- 
ance. White, of Boston, was the protagonist of the use 
of pure tar, and had pointed out that the tar had to be 
quite black. Its application usually caused pustulation. 
When this happened its use should be discontinued, and 
the simple tarry lotion should then be used again to 
cleanse the surface. If necessary, the pure black tar could 
be applied again later. 


Dr. F. N. Le Messurier (Adelaide) was unable to agree 
with Dr. Kelly’s remarks about egg white. The question 
of the etiological importance of an allergic factor made 
the food treatment of the baby very difficult. He was 
trying to overcome the difficulty by eliminating milk 
from the diet, and wondered whether vegetable substitutes 
for milk were possible. “Almondlac” had been described 


some years previously, and the babies on whom it was 


| 
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used had been examined three years later by Dr. 
Brennemann, of Chicago. Dr. Le Messurier had the highest 
opinion of the reliability of Dr. Brennemann’s judgement. 
He had expressed the definite opinion that these children 
compared more than favourably with normal children who 
had been fed in infancy on the usual milk mixtures. It 
would be worth while trying to determine if babies fed 
on “Almondlac” would put on weight satisfactorily. He 
asked that pediatricians present from other States would 
collaborate with him in securing data on this point. 


Dr. H. Dovetas StrepHens (Melbourne) said that the 
papers had been of great value. There were three 
additional conditions that had not been sufficiently 
emphasized in connexion with infantile eczema. The 
family history of tuberculosis was one factor in the 
diathesis and another factor he had encountered frequently 
was diabetes; in the absence of frank diabetes he had 
found some glycosuria to be present. The third condition 
was congenital syphilis, which, however, was a rapidly 
disappearing disease. 





SECTION OF PASDIATRICS AND SECTION OF 
ORTHOPAEDIC SURGERY. 





The Treatment of Tuberculous Disease of the Hip. 


A MEETING of the Section of Pediatrics and the Section 
of Orthopedic Surgery was held to discuss the treatment 
of tuberculous disease of the hip. Dr. R. B. Wane 
occupied the chair. 


Dr. J. G. WuHrtraker (Melbourne), in his opening paper, 
dealt with the subject only in children. He outlined the 
treatment adopted at Frankston, Victoria, and divided his 
paper into three sections. 


Dealing first with the .problem, Dr. Whitaker said that 
since its opening in 1930, sixty-three patients had been 
admitted to Frankston. Two factors were necessary to 
sustain the diagnosis of a tuberculous hip: (@) a positive 
response to the Mantoux test, (bv) characteristic changes 
apparent on X ray examination. All patients with proved 
tuberculosis had given a positive result to the Mantoux 
test. A negative response repeated was final proof that 
the lesion was not tuberculous. All patients had shown 
characteristic X ray changes at some stage. Approximately 
15% had normal X ray appearances on admission. Patients 
whose clinical condition was tuberculous, but who gave 
negative X ray findings, ought to be treated as tuberculous. 
If the condition was tuberculous, typical X ray signs 
would develop later. Referring to the nature of the infec- 
tion, Dr. Whitaker said that Dr. Webster had shown that 
the tuberculous organism in bone and joint lesions was 
largely of the human type. This was strongly supported 
by the importance of contact with open pulmonary 
tuberculosis as the source of infection. Four phases of 
the disease were recognized: (a) the period of onset, (b) 
the destructive phase, (c) the quiescent phase, (d) the 
period of repair. The second or destructive phase might 
be termed “the period of joint dissolution”, with general 
decalcification, bone destruction and upward march of the 
head. Dr. Whitaker referred to the duration of the disease 
and said that an average duration of five or six years was 
an understatement. 


In the second section of his paper, Dr. Whitaker dis- 
cussed the end result aimed at. He said that the ideal 
result was firm, bony ankylosis of the hip in good func- 
tional position, with as little shortening as possible. A 
hip with some residual movement should be looked on as 
a dangerous hip. 


The third section of the paper was devoted to treatment. 
Dealing first of all with prophylaxis, Dr. Whitaker said 
that the infecting organism was usually of the human 
type. In 50% of cases contact with a case of open 
pulmonary tuberculosis could be established. “The parent 
just home from the sanatorium” was the common source. 
Cooperation with the health authorities to prevent the con- 
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tact between children and tuberculous subjects was, in 
Dr. Whitaker’s opinion, of paramount importance. 

Under the heading of conservative treatment, Dr. 
Whitaker mentioned general principles, such as rest, diet 
and heliotherapy. Local treatment he dealt with under 
three headings: (a) reduction of deformity, (b) rest of 
the joint, (c) weight bearing. 

Reduction of deformity should be gradually performed; 
and immobilization of the joint in a plaster spica rested 
the limb completely. The disadvantages of plaster were 
several. In the first place, a large area of the body was 
protected. Secondly, efficient traction was not easily 
applied; this applied also to long-continued traction in any 
form of splint. In the third place, wandering of the head 
of the femur was not prevented; the prevention of this 
wandering was the big problem in conservative treatment. 
All plaster spicas should be bivalved to “let the child grow 
out of its plaster”. When the disease was passing into 
the fourth stage of repair, some weight bearing was intro- 
duced by applying a walking spica. 

Dr. Whitaker then described the end results. He said 
that of 63 patients admitted, 26 had been discharged. The 
average duration of stay of these 26 patients was five 
years. Of all patients treated, 80% developed bony 
ankylosis or presumptive ankylosis in five years. Dissolu- 
tion of the joint with subsequent shortening was present 
in all cases, usually to a marked extent. Some patients 
did not exhibit bony ankylosis and retained movement. 
Some of these were suitable for operative fixation. 

Dr. Whitaker then referred to the problem of the short 
limb. He pointed out that moderate abduction of the 
limb during treatment overcame the minor degrees of 
shortening. A built-up boot overcame shortening of one 
and a half inches. Subtrochanteric osteotomy with fixation 
in abduction was useful in overcoming more severe degrees 
of shortening up to two and a half inches. For grosser 
shortening, up to six inches, the operations of bone 
lengthening and shortening might be considered. 

Operative treatment might be considered as a reaction 
against the imperfect results of conservative treatment. 
Nine of the sixty-three patients had been submitted to 
arthrodesis and a close study had been made of the results 
obtained. The subject was of great importance, and the 
conclusions reached were as follows. In the first place, 
operative interference in the acute stage was rarely 
justified. If undertaken, operation should be strictly extra- 
articular. From this it followed that “joint dissolution” 
and shortening could not be prevented by operation. In 
the second place, operative interference was of definite use 
in the quiescent stage to convert a non-bony to a bony 
ankylosis. Such a case should present the following 
features: (i) The duratfon of the disease should be three 
to six years. (ii) The X ray should reveal quiescent 
disease, but there should be no evidence of bony 
ankylosis. (iii) There should be clinical movement or 
pseudo-ankylosis. (iv) Abscesses or other clinical signs of 
activity should be absent. (v) Approximation of the great 
trochanter to the ilium facilitated the operative procedure. 


Dz. L. O. Berrs (Adelaide) based his remarks on a series 
of forty-three patients treated during the previous ten years. 
These constituted most of the cases of this disease that had 
occurred in South Australian children during that period. 
An analysis of these forty-three cases showed that in 
thirty-one treatment had been applied. Twenty-two 


patients had sound ankylosis; in other words, they had | 
either bony union or close fibrous union. Two patients | 
had mobile hips with good joints. One patient had a | 


mobile pseudarthrosis with good function, and six had 
incomplete ankylosis with loose fibrous union.* Among 
twenty-one patients treated continuously the average 
shortening of the limb was 2-75 centimetres (1-1 inches). 
Ten other patients who were not treated continuously had 
a shortening of 45 centimetres (one and four-fifths of an 
inch). The patients had been treated by fixed extension 
in a Jones abduction frame with the usual open-air 
methods, and this was followed by the application of a 
plaster spica and late weight bearing. Dr. Betts thought 
that in view of the small amount of shertening and of 
joint destruction the results were good. He emphasized 
> 








| the importance of early diagnosis and also the necessity 


for prolonged immobilization and freedom from weight 
bearing. He showed skiagrams to demonstrate the amount 
of destruction which had occurred. 

He concluded, in the first place, that conservative treat- 
ment conscientiously carried out would produce quiescence 
in the hip with ankylosis, which, in most instances, would 
be fibrous in type and sound. Secondly, osteotomy would 
usually be required in order to obtain the best functional 
position some years after quiescence had occurred. Thirdly, 


although bony ankylosis was the ideal when joint destruc- 
| tion had occurred, the question of arthrodesis should not be 
| considered until the hip had been treated for some years 


and the child was old enough for this operation to be 
performed with safety. The child would then be fourteen 
years old or more. 

A paper on the treatment of tuberculous disease of the 
hip, by Dr. T. P. McMurray, of Liverpool, England, was 
read by Dr. N. S. Gunning, of Adelaide. Dr. McMurray 
stated that the essential point in the treatment of tuber- 
culous arthritis should be the complete, uninterrupted and 
prolonged fixation of the diseased joint. Destruction of 
bone in a tuberculous hip did not occur equally over the 
head of the femur and the acetabulum, but was concen. 
trated almost entirely on the upper surface of the head and 
the upper rim of the acetabulum. Here pressure was at 
its maximum. In the presence of disease the acetabula: 
cavity was enlarged and the head of the femur rested on a 
narrow area.of the upper margin of the cavity. Excessive 
pressure was caused, firstly, by the force of body weight 
which in the diseased joint acted almost entirely on the 
upper surface, and, secondly, by the reflex muscular spasm 
which was produced by movements of the inflamed surfaces, 
and which resulted in an increase of the intraarticula: 
pressure. The action of these forces had to be prevented, 
the former by recumbency and the latter by complete 
fixation of the diseased joint. There were certain essen- 
tials to be complied with before any form of fixation could 
be considered efficient. First of all, the splint or frame 
should be rigid and so constituted that the diseased joint 
was held firmly fixed. Secondly, the diseased joint should 
remain uncovered so that it might be exposed to sunlight 
and air. Thirdly, if sinuses were present it should be 
possible to dress the wounds without movement of the 
affected joint. Fourthly, it should be possible to attend 
to the patient for general nursing details without any 
alteration of his position. All these essentials were 
obtained by use of the Jones abduction frame. 

Tuberculous arthritis of the hip joint always resulted 
in the production of an ankylosis which might be eithe: 
bony or fibrous in character. Bony ankylosis neve: 
resulted from infection with the tubercle bacillus alone, 
but only when the tuberculous infection had been compli- 
cated by the admission of pyogenic organisms to the area 
of disease. In other words, if sinuses had not been present 
at any stage of the disease, the resulting ankylosis must 
be fibrous. In ambulatory treatment deformity due t 
weight-bearing on the ankylosed joint had to be prevented; 
this applied, of course, only to fibrous ankylosis. The 
term fibrous ankylosis merely indicated the nature of the 
tissue which lay between the roughened surfaces of the 
femur and the acetabulum. It was well to use the classi- 
fication of Thomas in describing ankylosis. Ankylosis was 
sound if it did not alter its angle of fixation as a result 
of functional activity; it might be fibrous or bony. Anky- 
losis was unsound if it altered when subjected to the force 
of body weight; this type was always fibrous. As a resu!! 
of external fixation an unsound might be converted into 
a sound ankylosis; when external fixation was used, :' 
should be continued for at least eighteen months. There 
were some cases in which conversion of an unsound into 
a sound ankylosis did not occur, but in at least 70% of 
cases the ankylosis became sound. When it was evident 
that an unsound ankylosis would result, the joint shou!: 
be ankylosed by operative measures which Dr. McMurray 
summarized as (a) intraarticular arthrodesis, (b) extra- 
articular fixation, (c) a combined method. The combined 
method was undoubtedly the most suitable, but should 
never be performed until signs of recovery were present 


Dr. P. L. Hreatey (Sydney) stated that diagnosis miz'' 
be very difficult, If a child had been limping for a fev 
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weeks and had not improved after four weeks of recum- 
bency, he should be a suspect. 
Mantoux test gave a positive result, and there was a 
history of contact with tuberculosis, such a child should 
be considered to have tuberculous disease regardless of 
the radiologist’s report. A biopsy was not only dangerous, 
but it was likely that attempts to obtain fluid for inocula- 
tion would fail. In the differential diagnosis, Dr. Hipsley 
referred particularly to two diseases. Subacute arthritis, 
the “tonsil joint”, might only involve the knee joint and 
give all the clinical evidence of tuberculosis; after the 
condition had been monarticular for six months, the 
wrists, the other knee joint and many of the small joints 
might become involved. The other disease to be differen- 
tiated was osteochondritis, which was prone at times to 
develop into typical tuberculous disease. When this 
happened, it always raised the question of an error in the 
original diagnosis. Dr. Hipsley reaffirmed the view that 
more reliance should be placed on clinical evidence than 
on radiography. With reference to treatment, theoretically 
progress could be arrested by complete immobilization, but 
Dr. Hipsley stated that this was not the case in practice. 
When there was no radiological evidence of the disease, 
therefore, it was a difficult matter to decide for how long 
the joint should be immobilized. Not only was it difficult 
for the surgeon to convince himself, but the cooperation 
of the parent in prolonged treatment was sometimes 
difficult to obtain. In these circumstances, it was, perhaps, 
fortunate that the disease could not be arrested before 
changes in the bone became obvious radiologically. Dr. 
Hipsley said that, for the early treatment, he still used 
the Hamilton splint with the child on a firm mattress 
and did not allow any form of ambulatory treatment until 
the skiagrams indicated that the disease had been 
stationary for a period of six months. He regarded helio- 
therapy as a very important adjunct to treatment through- 
out the recumbent period. He advocated wholly conserva- 
tive treatment for this condition in childhood; any form 
of operative treatment was unnecessary, dangerous and 
likely to lead to the dissemination of the disease. He did 
not think that plaster of Paris was satisfactory; children 
must be comfortable above all things, and he could not 
conceive that a child immobilized in plaster of Paris 
could be in a good state of health. It was difficult for him 
to accept the statement that there was no shock attached 
to operative treatment; apart from the grave risk of dis- 
seminating the disease, the amount of blood lost could 
not fail to be detrimental. Dr. Hipsley emphasized the 
importance of continually looking for other lesions when 
treating one tuberculous bony lesion. These other lesions 
were liable to occur in the spine or in the other hip. He 
found it hard to explain why one lesion should be progres- 
sing favourably when another was retrogressing in the 
same patient; he would like to hear an expression of views 
on this paradox. Preventive treatment was most impor- 
tant. It was regrettable that healthy children should be 
infected by tuberculous parents and contacts. As had been 
indicated at the plenary session, this disease should be 
stamped out. The Milk Board of New South Wales had 
just begun to take steps to secure tubercle-free milk for 
distribution; in the near future a lowering of the incidence 
of tuberculosis from this source of infection could pe 
expected. In conclusion, Dr. Hipsley suggested that 
machinery should be set up to make it impossible that 
the child with fixation of the hip joint, by prolonged 
conservative treatment, would be permitted to return into 
the home environment and come again into contact with 
the source of infection. 


Dr. J. B. Corqunoun (Melbourne) said that after seven 
years of conservative treatment of tuberculosis of the hip 
at the Frankstown Orthopedic Branch of the Children’s 
Hospital, Melbourne, he had decided to describe the methods 
employed there, and to discuss the results in his own cases. 
From time to time surgeons became disappointed and dis- 
satisfied with non-operative treatment, and had recourse to 
operative interference to hurry the end-result; in his 
experience those who were most dissatisfied were those 
who did not have the patience which was so necessary in 
orthopedic practice. Operative treatment made a dramatic 
appeal, but the end-results did not justify this course in 
children. In Melbourne, patients came early with a history 








| of limp associated with pain, often in the knee and some- 
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times in the hip; contact with open pulmonary tuber- 
culosis was elicited in the history of 40% of cases. 
Skiagrams might show nothing at that stage or there might 
merely be some slight decalcification of the femoral 
epiphysis or acetabular bone or perhaps slight lessening of 
the distance between the femoral head and the acetabulum 
on the affected side. The diagnosis was difficult clinically, 
but if limp, pain in the hip or knee, muscle spasm on 
rotation of the hip, limitation of joint movement such as 
extension and medial rotation, and atrophy, palpable and 
measurable, were present, tuberculosis should be suspected. 
If there was a history of contact associated with a positive 
result to the Mantoux test, and an increase in the blood 
sedimentation rate, the patient should be regarded as tuber- 
culous until the contrary could be proved. Dr. Colquhoun 
referred to perinephric inflammation with associated psoas 
spasm, Legge’s disease, tuberculosis of the lumbar spine, 
osteomyelitis of the ilium or femoral neck and acute 
rheumatism as conditions he had encountered which 
resembled tuberculous disease of the hip. 

Dr. Colquhoun observed to the best of his ability the 
principles laid down by H. O. Thomas more than half a 
century ago. Rest, fresh air and liberal dietary; rest, pro- 
longed, continuous and uninterrupted, was what he strove 
for, but in Victoria he had deviated from Thomas’s methods 
by using plaster of Paris instead of the Thomas abduction 
splint. He believed the objections to the use of plaster of 
Paris had entirely disappeared; with modern technique 
casts were no longer whited sepulchres. The chief objec- 
tion to plaster, that it prevented insolation to a large 
area of skin, did not hold, as the back and front of the 
chest and arms and the unaffected leg could be exposed. 
With the abduction splint with adhesive extensions to 
both legs, on the contrary, only the front of the chest, 
abdomen and the arms,could be exposed. At Frankston, 
the plaster spica extending from the lower ribs to the 
toes on the affected side was used exclusively. This was 
applied over sheet wadding used as a bandage to the 
abdomen and the leg. Over the anterior superior and the 
posterior superior iliac spines extra padding might be 
necessary in thin patients; in other respects, in a well 
applied well moulded cast no further padding was employed. 
The hip was placed in the neutral position between medial 
and lateral rotation with a few degrees of flexion (5° to 10°) 
and medial rotation (5° to 10°). The knee was flexed (5° 
to 10°) and the foot was placed at a right angle to the leg. 
When the plaster was dry the patient was placed on a 
Bradford frame, which rested on blocks (four by two 
inches) to permit nursing without movement of the patient. 
To ensure heliotherapy to the back and to prevent pressure 
sores, the patient was turned over daily for two or three 
hours. The patient remained for six months in this plaster 
of Paris case; a skiagram was then taken and a similar 
plaster was reapplied. 


Despite rest and good general treatment, as a rule the 
disease progressed and destruction and disorganization of 
the hip took place for at least two years; when the 
destruction was arrested, recalcification took place and 
healing began. Without rest, the disease progressed more 
rapidly and greater destruction occurred, usually with 
abscess formation and the development of sinuses. At the 
stage of recalcification, operative interference for 
arthrodesis should be considered. In conservative camps, 
ambulatory treatment in a walking spica of plaster of 
Paris was begun. To the leg, a special walking iron with 
rubber heel attachment was incorporated in a_ spica 
applied exactly as its predecessors. Shortening was 
invariable, so that it was not necessary to build up the 
boot on the unaffected leg. After observation as an 
ambulatory case for six months, and careful checking, the 
patient was discharged from hospital with instructions to 
attend the follow-up clinic at monthly intervals. It had 
been Dr. Colquhoun’s experience that the patients attended 
regularly, probably on account of the personal interest of 
the surgeon. The patients attended frequently until bony 
ankylosis took place. Weight bearing in a walking spica 
undoubtedly hurried the onset and established bony anky- 
losis just as it stimulated union in fractures of the inferior 
extremity. In about one-third of the cases, despite 


undeniable evidence of bone trabeculation between the 
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ilium and the femur, flexion and abduction deformity 
resulted. This deformity came on gradually without 
stirring up the disease and was not accompanied by pain. 
When marked _lordosis resulted and the spine showed 
evidence of lateral deviation, subtrochanteric osteotemy 
should be done, in his opinion, to correct the deformity 
and improve posture. It was better to aim at a stable hip 
in the neutral position than to place the hip in abduction 
in an effort to overcome shortening; scoliosis and back 
strain were almost never observed, whereas with hips 
ankylosed in wide abduction they were almost constant 
features. In 1932, Pugh of Carshalton, had stated, as had 
McMurray on the present occasion, that in the absence of 
secondary infection bony ankylosis did not take place. 
With this view, Dr. Colquhoun did not agree. The problem 
had been a great one in the past, but he believed that by 
means of the treatment that Dr. Whitaker had described, 
75% of the patients would develop sound bony ankylosis. 


Dr. R. B. Wane (Sydney) said that the papers had only 
confirmed his previously formed idea that no progress in 
diagnosis or treatment had taken place in forty years. Various 
people had invented splints which were not much good. No 
standard method had emerged, and it was futile to expect 
real fixation between two bones with soft tissues inter- 
vening. Treatment with injections of tuberculin was dead. 
Heliotherapy was overdone. Why should an attempt be 
made to make red Indians out of white children? He had 
been informed that excessive dosage of vitamin D actuglly 
caused absorption instead of deposition of calcium salts. 
The operative phase was still on trial, and was boiling 
itself down to the position that operative treatment was a 
very good adjunct in some cases to restore function to a 
limb. Dr. Wade was in entire agreement with the doctrine 
about secondary infection and bony ankylosis. H® doubted 
very much whether sound bony union was obtained in five 
years in hospital; when walking was begun, the flexion 
abduction deformity occurred. 


Dr. Wairaker, in reply, said that prolonged treatment 
in a special institution had been proved to be superior to 
treatment at a hospital, in the course of which the patient 
was alternately an in-patient and an outdoor patient. In 
this respect, very definite headway had been made. The 
statement made by Dr. McMurray that no bony ankylosis 
occurred had not been their experience at Frankston; 
Bony ankylosis had occurred without the development 
either of sinuses or abscesses in the course of treatment, 
nor had they been able to detect any other evidence of 
secondary infection. In spite of what had been said, the 
children at Frankston were quite happy and comfortable 
in the plaster casts, and by means of the type of cast that 
had been evolved, very beautiful immobilization of the 
joint could be secured. 





SECTION OF PAZDIATRICS AND SECTION OF 
PUBLIC HEALTH, PREVENTIVE MEDICINE 
AND TROPICAL HYGIENE. 





The Management of Early Cases of Rheumatic 
Heart Disease. 


A meEetine of the Section of Pediatrics and the Section 
of Public Health, Preventive Medicine and Tropical 
Hygiene was held to discuss the management of early cases 
of rheumatic heart disease. Dr. H. Dovetas SrerHens 
occupied the chair. 


Dre. H. Borp Granam (Melbourne) referred to the 
recognition of the national importance of organizing a 
scheme for dealing with rheumatic infections and to the 
need for cooneration between members of the Australian 
Branches of the British Medical Association and the public 
health authorities. He drew attention afresh to the 
striking parallelism between rheumatic heart disease and 
tuberculosis and advocated the applicability of similar 
organizatinn for the management of the conditions in 
special -‘inics and in special hospitals planned to cover 


| 


the whole course of the disease from childhood well into 
adult life. 

With reference to early diagnosis and treatment, Dr. 
Graham pointed out that the members of the practising 


| profession must be relied on to recognize minor deflections 








from normal health in young children as evidence of rheu- 
matic infection. The onset was insidious and was by no means 
restricted to the “blonde rufous” children or to those with 
antecedent upper respiratory infections. Assistance might 
be forthcoming from child welfare centres or from school 
medical examiners, and propaganda from the public health 
authorities and from special rheumatic units would be of 
value in the education of all concerned. By energetic 
action along general hygienic and dietetic lines it was to 
be expected that the debilitated state of children could be 
favourably influenced. Debility led to lowered resistance, 
which was of great importance in determining the activity 
of the infection. Considerably less over-crowding, better 
food and more thorough attention to minor ailments among 
the children of parents who earned low wages particularly 
were described as urgent prophylactic measures. 

Dr. Graham indicated the value of early hospitalization 
when the initial attack was of clinical importance and 
mentioned some of the diagnostic difficulties which could 
arise. The important features of the management of the 
acute attack were the provision of scientific rest to 
minimize the proliferative lesions and the use of a sound 
diet to favour the immunity response and check the 
activity of the infection. Potential heart disease was 
always present, but with each exacerbation of the infec- 
tion the risk of the development of serious heart disease 
was increased. Frequent medical examinations supported 
by periodic radiological and electrocardiographic records 
were necessary for accurate diagnosis and assessment of 
progress. Under standard conditions erythrocyte sedimen. 
tation tests were of value as an indication of the activity 
of rheumatic infections. : 

The management of the stage of convalescence in this 
country in many instances was not satisfactory. Though 
often sent to convalescent homes, the patients were unable 
to obtain the efficient medical and nursing care that had 
proved so successful overseas. Very little had been done 
to provide these patients with the opportunity to con- 
valesce during the first year or two after the initial 
attack. This was the crucial period for the prevention of 
rheamatic heart disease. In the rheumatic recovery hos- 
pitals and special rheumatic convalescent homes _ in 
England and in America carefully graded return to norma! 
activities was possible in congenial healthy surroundings 
with educational and research facilities. This return to 
normal activity should not be delayed unnecessarily and 
should be followed by a probationary period to test the 
permanence of the improvement. The patients should not 
be permitted to pass from the hospital back into unfavour- 
able environmental conditions and should be readmitted 
to hospital promptly when relapses occurred. 

Dr. Graham stated that at least one special rheumatic 
recovery hospital and several supervisory centres were 
required urgently in the capital cities of Australia. He 
suggested the establishment of a central bureau in each 
State with a clerical staff to collect dossiers of each 
patient and with trained social workers to act in liaison 
with hospital almoners for the ascertainment and improve- 
ment of conditions in the homes of the patients, and to 
form the link between the patient and the doctor after 
discharge from hospital. The services of a well-equipped 
and carefully selected whole-time medical officer would be 
necessary as the chief executive officer to coordinate these 
activities. 


Dr. J. Kempson Mappox (Sydney) read a paper on the 
public health aspect of juvenile rheumatism. He pointed 
out that such stocktaking as Britten-Jones, Cleland, 
Southwood, Cooper, Boyd Graham and he had been able to 
do had resulted in the following general conclusions: (i) 
The incidence of rheumatic heart disease, while not 
unknown in tropical Australia, increased from north to 
south of the continent. (ii) The incidence was not 
necessarily heaviest in the rainy coastal area or during the 
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years of high rainfall. (iii) The incidence did not 
necessarily increase with urbanization, although the very 
distant and scattered areas appeared unaffected. (iv) The 
incidence was not more than half that found in the British 
Isles and clinically the disease assumed milder forms. 
(v) In New South Wales, at least, rheumatic heart diseases 
formed a constant fraction of all cardiac deaths and hos- 
pital admissions for acute rheumatism maintained the 
same level. Dr. Maddox then spoke of the need for a 
central bureau, which, he held, should be under a full-time 
medical superintendent and should be the central point of 
a complete anti-rheumatic organization sustained by 
national funds. Dr. Maddox showed by a diagram the 
relationship of such a bureau to school medical officers, 
private practitioners and local government authorities on 
the one hand and to hospitals, supervisory centres and 
special “heart homes” on the other. He concluded by 
pointing out that the smallness of the problem in Australia 
compared to that existing overseas was probably due to a 
better climate and a higher standard of child health. He 
held therefore that a comprehensive and intelligently 
directed anti-rheumatic policy would lead to even more 
gratifying results in Australia than elsewhere. 


Proressor Harvey Surron (Sydney) asked for more 
and better statistics, as every State might have local con- 
ditions and variations of its own. He had been examining 
the records of 50,000 Victorian school children, and dis- 
cussed the incidence of rheumatic infection under a number 
of headings. Children with red hair and dark eyes had 
double the incidence both of acute rheumatism and grow- 
ing pains. The incidence varied in city and country during 
school age. It increased threefold in comparison with pre- 
school children. It was higher in the two-roomed and 
three-roomed houses group and amongst unskilled 
labourers, showing the association with poverty which 
included unsatisfactory diet as well as over-crowding. 
Some greater increase of unhealthy states of the tonsils 
and adenoids was found in the rheumatic groups. It was 
unmistakable that there was a heavy incidence in the 
school age, and acute rheumatism, mumps and measles 
could be grouped together under this characteristic. The 
girls appeared to be affected more than the boys in the 
metropolis, but the position was reversed in the country 
schools. Professsor Sutton urged that after convalescence 
school children should not be regarded as invalids. Two 
important matters were that rheumatism induced a large 
number of mild cases in which the heart was involved in 
only a fraction and that dampness had no association with 
rheumatic incidence in Australia. Rheumatism was wide- 
spread, but recurrent heart disease was closely associated 
with poverty. Professor Sutton made the suggestion that 
the combined sections should recommend through congress 
the establishment of a bureau in each capital as a clearing 
house for clinical information, especially with reference 
to rheumatic infections and tuberculosis, and he would like 
to see a discussion on rheumatism as ‘the.subject matter 
for the plenary session at the next meeting of congress. 
He also made the suggestion that some value might be 
obtained from widespread typing of streptococci from the 
throats of school children. He would like to see a full 
study made of a series of patients with rheumatic infection 
over a long period and referred to a series that Carey 
Coombs had watched for forty years. 


Dr. Bruce Hunt (Perth) spoke first on some clinical 
aspects as a practising physician, and next as a citizen of 
a State. He placed additional stress on two points that 
had been referred to by Dr. Boyd Graham. They were 
the value of radiological examination of the heart in 
rheumatic infection and the urgent necessity for the 
administration of suitable preparations of iron in adequate 
dosage throughout the course of the disease; in particular, 
he considered it heipful to determine accurately the posi- 
tion of the left upper border of the heart, and thought that 
by this means it was possible to determine whether the 
patient was having the first or a later attack of rheumatic 
carditis. He would like estimations of 


globin content of the blood to be made at frequent 
intervals during the administration of iron. 
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mentioned the great prevalence of thread worms in Perth 
with the object of discounting the likelihood of any bearing 
of this infestation on the etiology of rheumatic infection. 

Speaking from the public health aspect as a citizen, and 
not as a practising physician, Dr. Hunt wondered whether 
it would not be prejudical to prolong the lives of these 
juvenile heart cripples. 


Dr. H. Lawrence Srokes (Melbourne) gave his whole- 
hearted support to the proposals made by the opening 
speakers for an organized improvement in the management 
of convalescence and after-care. He agreed that rheumatic 
heart disease was a most crippling condition and that 
when the heart became badly affected the patient became 
a burden on the family and on the State. If anything was 
to be done it must be through accurate and early diagnosis, 
and a point that could not be over-stressed was that 
rheumatic fever might be so mild that the real nature of 
the condition was missed at the time. It should be 
impressed on students in all medical clinics that even 
with this mild onset patients later could develop prolonged 
heart disease. He suggested also that precautionary treat- 
ment by absolute rest in bed for a period of many weeks 
should be carried out in any reasonably suspicious case. 

The radiographic records of the size of the heart should 
be made at a distance of six feet, and a sharp outline of 
the true diastolic size of the. heart was obtainable by a 
three-second exposure. 

Dr. Stokes showed a number of electrocardiographic 
tracings in the early stages of rheumatic heart disease, 
which demonstrated that though the tracings were often 
normal, abnormalities were found. The normal P-R 
interval was 0-16 second, but this might be prolonged to 
as much as 0-4 second in this condition. For purposes of 
determining the conduction time, the tracing in Lead II 
was of greater importance than in Lead I or Lead III. 
In a series of tracings of a case Dr. Stokes was able 
to demonstrate the progressive lengthening of the P-R 
interval, the development of partial heart block, and 
shortly afterwards the tracing became normal. In this 
patient at that stage there was no other evidence that the 
heart was involved. His object in demonstrating these 
tracings was to indicate the value of this method in the 
detection of early heart involvement. 


Dr. R. L. T. Grant (Adelaide) gave a rough outline of 
the scheme in South Australia for the cure of rheumatic 
heart patients. He acknowledged the influence of Dr. 
E. Britten Jones, through whose enthusiasm the present 
progress had been made. A convalescent home had been 
obtained at the seaside for patients with rheumatic carditis. 
It was known as Escourt House, and was a distinct 
improvement on the previous home at Mount Lofty, where 
many of the patients had failed to improve. There were 
twelve beds at Escourt House for rheumatic patients, and 
for a period of a year or two each member of the honorary 
medical staff took it in turn to look after these patients. 
Dr. Grant was inclined to distrust the sedimentation rate 
as a guide to progress of the condition, but was prepared 
to try it again. He also mentioned that children with 
red hair and freckles predominated among rheumatic 
patients, and that thread-worm infestation was widespread 
in Adelaide. 


Dr. E. Britren Jones (Adelaide) expressed general 
agreement with the idea of organized improvement in 
management of these children. It had interested him to 
notice that the country children were those most severely 
affected. Patients with rheumatic heart disease were 
well worth saving, and some of them did singularly well 
as the result of the treatment adopted in Adelaide. 


Dr. Epcar StepHen (Sydney) said that he had found the 
sedimentation rate an extremely difficult guide to progress; 
choreic children showed only a slight rise, but those with 
endocarditis, a very marked one. Until last year he had 
been sceptical about nodules, but he had seen several cases 
since, and his interest in them had been renewed. 


Dr. A. R. Sournwoop (Adelaide) said that there were 
large groups of people dying with heart disease; the big 


He also | proportion of them could be regarded as worn-out people 
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dying of senile cardiosclerosis, for whom there was not 
much hope. There was more hope for those with high 
blood pressure, but in the cardiac problem there was 
most hope in rheumatic heart disease. He had been 
present at the meeting of the Australasian Association 
for the Advancement of Science at Auckland in January 
of this year, when the matter of improved management 
of rheumatic heart patients was discussed thoroughly. 
He had followed up the subject at the first session of the 
National Health and Medical Research Council of Aus- 
tralia in February. The council was impressed with the 
importance of the matter and had made recommendations 
to the Commonwealth Government. At the second session, 
held recently, this attitude was confirmed, and the council 
was only awaiting funds to go a long way further in the 
promotion of this object. The State Health Board had 
decided to augment the State scheme, of which Dr. Britten 
Jones had laid down the nucleus. It was proposed to prose- 
cute further epidemiological work and to launch a labora- 
tory investigation into the causes of rheumatic fever. 
They had the opportunity to avail themselves of the 
services of Dr. Weston Hurst, who was a world authority 
on viruses, and he would investigate certain aspects of the 
virus theory, to which reference had been made elsewhere 
by laboratory workers, in this disease. 

At the invitation of the President, Dr. Boyd Graham and 
Dr. Kempson Madodx made formal replies to the discus- 
sion, and the following motion, proposed by Dr. Kempson 
Maddox and seconded by Professor Harvey Sutton, was 
carried unanimously: 


That the combined Public Health and Pediatric 
Sections of congress recommend that a_ well- 
organized scheme for the ascertainment and super- 
vision of patients with rheumatic infections, 
including a central bureau, should be set up in 
each State of the Commonwealth. 





SECTION OF PATHOLOGY, BACTERIOLOGY AND 

EXPERIMENTAL MEDICINE AND SECTION OF 

PUBLIC HEALTH, PREVENTIVE MEDICINE AND 
TROPICAL HYGIENE. 


Diphtheria immunization. 


A meertine of the Section of Pathology, Bacteriology and 
Experimental Medicine and the Section of Public Health, 
Preventive Medicine and Tropical Hygiene was held to 
discuss diphtheria immunization. 


Mr. T. S. Grecory (Melbourne) read a paper on the 
types of Corynebacterium diphtheria prevalent in Victoria 
and their clinical significance. He said that type differentia- 
tion as it was now known had commenced in 1930 at the 
Leeds Fever Hospital, and the methods were reported by 
Anderson, Happold, McLeod and Thomson. The gravis 
and mitis types first isolated were found to be associated 
with different clinical types: gravis with a severe type not 
responding well to treatment with antitoxin, and mitis 
with a mild type of the disease responding well to anti- 
toxin. The case mortality rate in cases with gravis infec- 
tion was very high. A little later an “intermediate” type 
was described, and this gave rise to cases a little less 
severe than those produced by gravis strains. Although 
this work was first questioned by Parish, Whatley and 
O’Brien, of the Burroughs Wellcome Laboratory, on 
account of the different results obtained in animals, the 
original contentions of the Leeds workers had generally 
been confirmed in the case of human beings. Recently 
published figures relating to 5,794 cases of clinical 
diphtheria showed that the gravis and “intermediate” 
types were responsible for a death rate of 133% and 
86% respectively, whereas for the mitis type the death 
rate was only 2:3%. 

In light of these results from abroad it was of interest 
to examine the position in Australia. At the end of 1935, 





| precipitated toxoid”, or simply as “A.P.T.”. 
consisted essentially of a resuspension in normal saline 


gravis strains were isolated at Melbourne from swabs sent 
from the Seymour district, where severe cases of diphtheria 
had occurred. During 1935 Anderson, Goldsworthy and 
Ward had been investigating the types in selected cases 
at the Royal Alexandra Hospital for Children in Sydney, 
where the mortality rate was extremely high. They found 
88 were infected with the mitis type, and there was a 
case mortality of 7:°9%, while for 96 cases infected with 
the gravis type the case mortality rate was 26%. 


Further investigations had been carried out at the 
University of Melbourne during 1936 and 1937. An 
examination of 140 cultures obtained from throat swabs 
from 6,666 apparently healthy school children showed that 
the percentage of each type was 61 for mitis, 36 for “mter- 
mediate” and 3 for gravis. 

A comparison of these figures with those obtained from 
50 clinical cases of diphtheria proved of interest, for in 
the clinical case mitis types accounted for only 25%, while 
“intermediate” predominated, accounting for 50% of cases. 
It was, therefore, considered that the “intermediate” was 
the prevailing type in clinical cases in the Melbourne area. 
Some gravis types were isolated and were generally 
associated with severe clinical symptoms. 


The gravis type had continued to cause infection in some 
of the northern parts of Victoria. A recent outbreak at 
Mulwala, just over the Murray River from Yarrawonga, 
had recently been investigated, and only gravis types were 
isolated. The outbreak had been associated with severe 
clinical symptoms, a poor response to treatment with anti- 
toxin in some cases, and an unusually high case mortality 
rate. There had been no cases reported in the neighbouring 
town of Yarrawonga, where artificial immunization had 
been practised. 

In recent months an atypical strain, gravis-like, but not 
fermenting starch, had been consistently isolated from 
cases in the Wimmera district. 

All the evidence pointed to the fact that the distribution 
of types varied from district to district. It appeared 
that the severity of outbreaks and the death rate from 
diphtheria would vary according to the type of bacillus 
introduced into a population where only a small per- 
centage of the children had become naturally or artificially 
immunized. 

In order to prevent outbreaks of greater severity it 
seemed imperative to emphasize the fact that, although a 
knowledge of prevailing types would be helpful, the wide- 
spread prophylactic immunization of susceptible children 
was the method worthy of adoption. 


Dr. C. K. Apey (Melbourne) read a paper entitled 
“Certain Modern Agents for the Detection and- Abolition 
of Susceptibility to Diphtheria”. He said that the prophy- 
lactic agent known in Australia as “anatoxin” was in other 
English-speaking countries generally named “toxoid”. The 
words might be regarded as synonymous. Various sub- 
stances had been added to toxoid with the object of 
decreasing the rate of its absorption and thereby increas- 
ing the immunizing effect. Among these substances was 
alum. Certain authorities some years previously had 
simply added alum to toxoid and used the mixture, without 
refinement, for the immunization of human beings. This 
procedure had never passed the experimental stage, and 
there was no need to consider it further. Instead, they 
might discuss the product known as “diphtheria toxoid 
(alum-precipitated)”, or as “alum toxoid”, or as “alum- 
This product 


solution of the precipitate produced when alum was added 
to toxoid. One dose was said to confer immunity. The 
administration of this dose was known as the “one-shot” 
method. This was the product which should be compared 
with ordinary toxoid. No prophylactic agent other than 
these two could be regarded as of the same order of 


| general usefulness. 


Dr. Adey went on to state that a review of twenty- 
seven articles, all written within the last five years, and 


| all referring to “A.P.T.”, indicated that there was conflict 


of opinion. There was no agreement regarding the 
efficacy of the product, given either in one dose or two 
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There was no agreement regarding its irritant effect. 
Certain authors regarded it as innocuous; others, having 
tested many modern brands, considered it too irritant. 
This disagreement might be, at least partially, explained. 
One explanation was that the product had from time to 
time been modified. It was not a clearly defined biological 
preparation. Various laboratories had produced each their 
own brand. There was evidence not only that the product 
of one laboratory differed from that of another, but also 
that individual laboratories had made changes in the 
method of preparation of their own product. Relevant 
articles did not indicate that any particular brand was 
outstanding. 

Dr. Adey asked what attitude should be adopted in Aus- 
tralia towards diphtheria toxoid (alum-precipitated). He 
said that if reliance was placed upon one dose, a large pro- 
portion of the recipients would remain susceptible, and 
those upon whom immunity was conferred might lose that 
immunity before long. The “one-shot” method was liable 
to cause a false sense of security and to bring discredit 
upon the efforts of medical practitioners. Dr. Adey then 
asked whether a “two-shot’’ method was practicable. He 
said that a second stimulus was always of greatly increased 
effect by virtue of the fact that the first stimulus had 
inereased the reactivity of the recipient. Two well-spaced 
doses of “A.P.T.” should be fully effective. Nevertheless, 
there was evidence that two doses, although each small, 
might cause objectionable reactions. At the Commonwealth 
Serum Laboratories they had endeavoured to prepare an 
alum-precipitated toxoid which was absolutely innocuous, 
yet was effective in two doses, even more effective than 
were three doses of ordinary toxoid. They had completed 
a number of experimental batches, one of which had been 
tested not only upon animals, but also upon human 
beings. Two small doses were given, namely, 0-25 and 0°5 
cubie centimetre. No objectionable reactions had resulted. 
It was, as yet, too soon to report the immunizing effect. 
Experiments upon animals indicated that this product was, 
volume for volume, more potent than ordinary toxoid. 


Dr. J. Date (Melbourne) in a paper dealing with the 
subject from the public health aspect, said that the 
practice of immunization against diphtheria was world- 
wide and had received the official blessing of almost every 
authority, including the British Ministry of Health and 
the Health Commission of the League of Nations. Medical 
practitioners now had safe, simple and effective methods 
of immunization against diphtheria. They were almost as 
great a boon as was vaccination, and a much greater 
triumph in so far as it was a deliberate human achieve- 
ment, like “606”, and not an empirical gift from the gods, 
like vaccination, quinine and the Wassermann test. The 
procedure was reasonably perfected and proven. Methods 
were not uniform over the world, but Dr. Dale thought 
that it would be unprofitable to discuss them. These 
methods would go on evolving, and Australia was for- 
tunate in having in the Commonwealth Serum Laboratories 
a responsible national institute which supplied materials 
with up-to-date directions for their use. Further, the 
laboratories could be relied upon to carry out investi- 
gational work, both original and corroborative, and to 
modify both materials and directions as seemed desirable. 
The laboratories were, for example, at present working 
with “one shot” alum-precipitated toxoid, and the material 
was being tested in practice. 

In all closely settled communities in temperate climates 
diphtheria caused recognizable sickness of varying 
severity in some 15%, and a mortality of approximately 
04% of persons born. These approximate figures applied 
to Australia and probably applied generally. In Victoria 
the death rate in the country districts was as high as or 
slightly higher than that of the cities. “ Artificial immuniza- 
tion was an improvement on Nature’s method and appeared 
to be capable of abolishing the death rate and of reducing 
the incidence of recognizable disease to approximately 
one-tenth of that caused by natural immunization. 

Immunization protected the individual; it increased his 
immunity and was always worth while. It should be 
carried out at about the first birthday. It could then be 
done in the simplest manner, with least disturbance fo 


the individual, and covered the susceptible pre-school 
years when the death rate was highest. 

Immunization should be carried out as a routine measure 
in residential institutions for children and among the 
staffs of most hospitals. 

To protect the community and to lower materially the 
gross prevalence it seemed necessary that a majority of 
the pre-school children should be immunized. Campaigns 


| dealing with school children only did not seem effective. 


Steady regular immunization of the children added to the 
population was the only sane procedure. This could 


perhaps best be done at infant welfare centres, although 


every family physician should recommend it to his 


patients and was negligent if he failed to do so. 


In autocracies and in intelligent communities immuniza- 
tion against diphtheria was becoming universal. In 
Australia they had reached a stage at which every health 
authority should see that diphtheria immunization was 
available for all members of the community who desired it. 

Dr. Dale suggested that medical officers of health in 
country districts where organized immunization was not 
carried out should submit groups of school children from 
time to time to the Schick test. The educational value 
would be high and the information so gained would be 
useful should the disease occur. | 


There was no evidence that. partial immunization of a 


| community was in any way harmful or, on the other hand, 


beneficial to those who did not avail themselves of the 


| protection it afforded. 


It was possible that when clinical diphtheria was reduced 
to a minimum by immunization, as seemed to have 
happened for example in New York and Toronto, a second 
immunization was desirable, probably at the beginning of 
the school years. 


Dr. J. M. Dwyer (Adelaide) opened his paper by dis- 


cussing certain difficulties encountered in the conduct of 


| described by Merrillees in his recent paper. 


immunization campaigns. He said that the opposition 
came mainly from those opposed to vivisection, on the 
grounds that a serum was used in the process, and from 
officers of health, who professed to have decided that the 
process was not satisfactory, was unsafe or just not worth 
doing. The follow-up of the inoculation of children in 
the town of Hindmarsh had resulted in a satisfactory 
percentage receiving treatment, particular emphasis being 
laid on the necessity of treating pre-school children. There 
were approximately 50% of children under the age of 
twelve who had received anatoxin. 


Reactions to anatoxin had occurred in fourteen children. 
Nine of a group of eleven medical students had given 
reactions also. On submission to the Schick test these 
had all failed to react. This brought to forty-nine the 
total of reactors to anatoxin who had been found not 
to react to the Schick test. In other words, every person 
who had been tested after a reaction to anatoxin, 
administered for prophlactic purposes, had been found 
“immune”. 


A comparison of Schick controls with Moloney tests 
made amongst children of an orphanage showed that the 
tests were not the same. The new Schick toxin, diluted 
ready for use, had been used at the institution. The very 
satisfactory results were spoken of and the great con- 
venience was stressed. A considerable difference had been 
observed with this small series in the average size 
Eleven out 
of thirty-six reactions had been greater than one inch. 
The intensity of the reaction had been remarkably con- 
stant, but had not been observed to remit regularly on 
the fourth day. Only on four occasions had the intensity 
been greater on the fifth day, while in nine cases it had 
been greater on the fourth day. 


The reaction to the Schick test of four children admitted 
to the Northfield Infectious Diseases Hospital with positive 
swabs, approximately six weeks before the test, had been 
positive. The clinical condition had probably been due 
to the condition of their tonsils, and they were carriers 
of avirulent strains, but one of them had carditis. 
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The fallacies of immunization schemes in South. 
Australia included: the incomplete course manifested by 
many children; the inefficiency of administration of the 
prophylactic, either through leaky syringes or leak through 
the skin puncture or intramuscular injection; the 
occasional failure to watch correct spacing of the doses; a 
failure to follow up with Schick testing and consequent 
failure of assessment of the conversion rate. 


The tendency to consider that diphtheria did not occur 
in an “immunized” community was, Dr. Dwyer thought, 
likely to lead to trouble, through patients with missed infec- 
tions not receiving treatment at the proper time. A carrier 
rate of a mildly virulent type of diphtheria was probably a 
good thing in an immunized community in order to main- 
tain the condition. If no carriers existed it was very 
probable that the frequency of lapsed immunes would 
increase. The clinical condition of sufferers from diph- 
theria after prophylactic treatment had not been serious, 
and in Adelaide had not resulted in a death, although one 
had occurred in the country. This had been due to a 
gravis type of infection. The chance of survival of an 
immunized person was at least twice as great as of an 
unprotected person, and the chance of his getting the 
disease was only a tenth at the most. 


The best antigen at present was the anatoxin of Ramon. 
The claims made for its most serious rival, “A.P.T.”, had 
not been justified by results, but it seemed inevitable 
that this or some similar substance would eventually 
become most generally used. 


As a result of his experience at Hindmarsh, Dr. Dwyer 
said that the best time to perform immunization was the 
beginning of the school year. The average incidence of 
diphtheria in this town had been thirty-four a year for 
the last five years. There had been eleven cases since 
July 1 to August 29, 1936, and none of these had occurred 
in a person who had received prophylactic treatment. 
There had been only one case, an importation, this year. 
The first immunization campaign had finished early in 
June, 1936. 


An attempt had been made to correlate carrier rates 
as indicators of the probable incidence of an epidemic. 
Thirty thousand swab results at the Children’s Hospital 
over the last ten years had been counted. The results 
were inconclusive. 


Dre. F. V. Scnores (Melbourne) stated that the actual 
amount of clinical diphtheria in Dr. Dale’s municipality 
had been steadily decreasing, more so than his graphs 
showed, because his city included several large children’s 
homes. Dr. Scholes’s opinion of immunization could be 
summarized in two sentences. Whichever prophylactic 
was used, “toxoid” or “A.P.T.” in an ordinary population, 
two injections were better than one, and three than two. 
Whichever prophylactic or whatever method was used, the 
results would depend as much on the child as on the 
prophylactic. Dr. Scholes was attracted by the suggestion 
that the 1910 epidemic in Melbourne was due to the intro- 
duction then of a new type of organism. This happening 
was duplicated in 1936 by an explosive epidemic starting 
suddenly and ending suddenly some months later, and 
followed by a somewhat similar epidemic in New South 
Wales and South Australia. One thousand six hundred 
patients had been admitted to the Fairfield Hospital in 
the course of a few weeks. The disease was not unduly 
severe. Up till then the three types of diphtheria 
organisms were all present, the gravis predominating 
amongst severe cases. When the epidemic started, the 
type changed to “intermedius”, which was almost the only 
type found for the next six months. In Melbourne during 
thirty years Dr. Scholes had never noticed any remarkable 
alterations in the severity of the disease comparable to 
those reported in Germany and elsewhere which were 
intractable to antitoxin. 


De. A. R. Sourmwoop (Adelaide) said that the value of 
immunity was so thoroughly established as to render 
discussion on that point redundant. It had been carried 
out in South Australia for seven or eight years, and more 
extensively in the last year or so. The Government made 














anatoxin available to any municipality that desired to 
carry out immunization, and the local authorities provided 
the instruments and medical personnel. So as to simplify 
the procedure, he did not urge Schick testing. Mount 
Gambier practitioners had been immunizing the entrants 
to school, giving three injections to the babies’ class each 
year. 


Dr. FraNK Beare (Adelaide) said that the greatest 
mortality in South Australia was in the age group none 
to six years, and the next greatest in the group six to 
twelve years. In active immunization, therefore, they 
should concentrate on the pre-school children. In the 
course of thirteen months 700 patients with proved and 
doubtful diphtheria had been admitted to the Northfield 
Infectious Diseases Hospital. Of those 700, fourteen were 
said to have been immunized. These cases called for 
discussion. Only ten of the fourteen patients had three 
injections at least three months before admission, and of 
these ten only four had clinical diphtheria. Three had 
membrane in the fauces and in one the condition was a 
mild nasal diphtheria. All cleared up quickly with 
anatoxin. The rest of the ten were only technicall) 
suffering from diphtheria; there was no sign of inflamma- 
tion of the throat, and the swabs soon became “negative” 


Dr. H. M. J. Hattoran (Adelaide) announced himself a 
“black sheep”. He was impressed by the figures of Dr. 
Dale and was convinced that immunization of individuals 
was a good method. He had challenged the necessity or the 
practicability of campaigns for general immunization. 
Diphtheria was no longer a menace. The death rate in 
South Australia had shown only the very small figure of 
2-4 per 100,000. When cases occurred they had the very 
efficient weapon of antitoxin. He advocated more use of 
the intravenous method of administering antitoxin. He 
did not feel that compulsory immunization was justifiable, 
and unless it was compulsory it would not include the 
careless section of the community which provided most 
of the fatal cases. 


Dr. A. H. Fineer (Adelaide) said that the main cause 
of the deaths from diphtheria was delay in giving anti- 
toxin. He did not hesitate to give it intravenously when 
that route was indicated. He believed that a child should 
be tested by the Schick test seven or eight months after 
immunization, and if the result was positive, should have 
further injection. While immunization gave a good herd 
immunity, it was necessary to point out that three injec- 
tions did not absolutely guarantee immunity in any par- 
ticular child. In Mount Gambier, where immunization 
had been consistently carried out for some _ years, 
diphtheria had been practically abolished. The gravis type 
had been first isolated in 1931, but it could not be regarded 
as a new type. Clinicians had been concerned for years 
with outbreaks of severe cases. He could not agree with 
Dr. Halloran that immunization was unnecessary. 


Dr. G. C. Taytor (Brisbane) mentioned a town in 
Queensland where an energetic medical officer had 
succeeded in immunizing all children. There had been no 
ease of diphtheria in that town for three years, whereas 
in a neighbouring town where no immunization had been 
done there were twelve cases. 


Dr. Apey, in reply, said that he had obtained a little 
evidence that anatoxin was susceptible to methylated 
spirits. Even as much spirit as remained in the interior 
of a hypodermic syringe was enough to reduce the value 
of anatoxin drawn into the syringe. Spirit on the skin 
did no harm. , 


Dr. Date regretted that Dr. Southwood had advocated 
immunization of entrants to school. It was much better 
to immunize infants, for then there was no reaction and no 
tests were necessary. Dr. Dale said that the mortality 
rate from diphtheria was lower in South Australia than 
in Australia generally, where the figures were five to six 
per 100,000. Diphtheria was definitely the most dangerous 
of the infectious diseases. There were 400 deaths from it 
annually in Australia, and these were worth preventing 
One could not count on the mortality in South Australia 
remaining low. 
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President’s Address. 


Dr. GrLtBert Troup (Perth) took as the subject for his 
presidential address “The Present Status of Anesthesia 
and Anesthetists in Australia”. He began by stating 
that the honour of being president of the section having 
fallen to a Western Australian anesthetist, Dr. M. K. Moss, 
had been rightfully chosen. It was to be regretted that 
private reasons caused him to resign. Dr. Moss was the 
doyen of modern anesthesia in Western Australia, and no 
one better fitted could have been selected for the task. 
His address was to have been somewhat of an historical 
survey of anwsthesia as he had seen it evolve in his 
medical lifetime. Dr. Troup said that he could not hope 
to emulate Dr. Moss in such; but he did feel that 
occasionally, and perhaps at a time such as the present, 
they should call a halt and try to review the present 
position of anesthesia, what they had achieved or failed 
to achieve, whither they drifted and generally what they 
could do about it, if anything. 

Those who had been in active anesthetic practice in the 
last decade or so had seen a mental metamorphosis in 
the anesthetist’s breadwinners, the surgeons. From being 
requested to keep a patient more or less unconscious whilst 
the surgeon did his work, anesthetists were now often 
asked to examine beforehand, to order the necessary pre- 
anesthetic treatment, to choose and give the anesthetic of 
choice, and generally to see to the after-comfort and safety 
of the patient so far as the anesthetic was concerned. 

Modern types and techniques of anesthesia were being 
more frequently demanded. An example of this was the 
anesthesia in thoracic surgery. The advent of various 
gases efficiently given, with or without endotracheal and 
endobronchial techniques, had revolutionized and made 
possible many of the surgical procedures in this branch 
performed today. All of which was a flattering indication 
that the anesthetist’s advances had achieved a wider 
scope for the operator and a post-operative period more 
free of complications for the patient. 

This position had to a certain extent been brought about 
by the evolution of the anesthetic specialist. Those present 
probably disliked this term as much as Dr. Troup did, but 
the fact remained that they had no other to describe one 
who either in whole or part time devoted himself or 
herself to the administration of certain types and tech- 
niques of anesthesia demanded by the exigencies of modern 
surgery, or to the piloting of the “poor-risk case” through 
a surgical adventure. 

For the most part this specialized branch had evolved 
from the experience gained in the routine anesthesia of 
general practice. In other words, the majority who were 
called upon to give these special types of anesthetics had 
been and some still were general practitioners. The 
anesthetic specialist could not restrict himself to highly 
technical anesthetics only, but must encroach on the 
routine field to a certain extent. The reason was partly 
economic, at any rate in this country. It was also 
due to the fact that clinical anesthesia was essentially 
& practical subject, and unless the anesthetist kept his 
hand in, so to speak, with the routine case his clinical 
judgement would be lacking when he was called on for 
the comparatively rare special case. 

That special anesthesia had attained its present 
eminence in Australia was largely due to the high standard 
of the routine anesthetic work of the general practitioner. 
Dr. Troup was sure that those who had seen men at work 
in other parts of the world would agree with this state- 
ment. One still heard that anyone could efficiently give a 
routine anesthetic. Likewise, the most recent and raw 





medical graduate could, of course, remove an appendix, 
deliver a baby, or even see a pneumonia patient through 
his trouble, but care, thought and experience improved 
the safety of such procedures and the comfort of the 
patient; even so with anesthesia, and it was largely the 
recognition of these factors that had raised the anzs- 
thetic standard to its present satisfactory plane in the 
Commonwealth. 

The thoughts of the lay. public lagged behind, retarded 
by the occasional news item, beloved by the man in the 
street, of the seafaring appendiceal abscess that had been 
drained by the travelling surgeon, “the anesthetic being 
administered by the chief engineer or the first mate”. 
(They at least paid anesthetists the compliment of high 
rank in their locum tenens.) In all humility, Dr. Troup 
suggested that the patient’s immediate and future con- 
dition, in such circumstances, might have been better 
served if the surgeon (especially if at one stage of his 
career he had been a general practitioner) had adminis- 
tered the anesthetic himself and instructed from the head 
end of the operating table the trembling hands of his 
temporary understudy. 

That the special anesthetist justified his existence was 
exemplified by the alacrity with which the routine anes- 
thetist would hand over:to the former with joy in his 
heart and a merry twinkle in his eye his bad risk case, 
or the one which required a complicated technique. 

A review such as he was making, if it was to be 
honest, could not all be metaphorical back scratching, and 
Dr. Troup therefore wished to finish with some criticisms, 
not altogether destructive he hoped. 

Anesthetic education, theoretical and practical, of the 
Australian medical student, as in most parts of the world, 
left much to be desired. On this education foundation 
was built the standard of the future routine anesthetist 
and the seeds were sown from which would blossom the 
special anesthetist. That such was appreciated was shown 
by the excellent teaching syllabus outlined by the present 
Lecturer in Anesthesia at the University of Melbourne. 
No ideals could be too high to aim at in this regard. 
Post-graduate committees in the Commonwealth were 
realizing the importance of special anesthetic courses for 
the man established in practice, and this, Dr. Troup felt 
sure, would go a long way in stimulating those bitten 
by the “bug” with the enthusiasm necessary to aspire 
to the Diploma of Anesthesia, which must be the hail- 
mark for British anesthetists for some time to come. 

Research, original work and publications in anesthesia 
were painful subjects, but their comparative and lament- 
able absence from Australia could not be glossed over. The 
reasons could be assumed to be partly financial and partly 
due to lack of opportunity, but an element of mental slug- 
gishness must also be admitted. That there was the ability 
in Australia to cope with the situation was shown by that 
excellent treatise, “Practical Anesthesia”, which emanated 
from the Alfred Hospital in Melbourne, and which was 
lauded as the best résumé of modern anesthesia by all 
with whom Dr. Troup came in contact on a recent visit 
to America. The internationally known and quoted work 
of Geoffrey Kaye on anesthetic fatalities and the various 
publications of Gilbert Brown were other examples of 
what could be done. But with it all, Dr. Troup did not 
think they could honestly say that anesthetists were 
pulling their weight to the best of their ability in the 
advance of anesthesia. To see a centre like the anesthetic 
service at Wisconsin under that outstanding personality, 
Ralph Waters, and that in a community of only 50,000, 
was to realize what was possible. In that place clinical, 
physiological, pathological and other aids were enlisted to 
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achieve results which were profoundly affecting anzs- 
thesia through the world; and there was no insurmountable 
reason why similar attempts should not be made in Aus- 
tralia. It was to the various anesthetic societies, State 
and Commonwealth, that they had mainly to look for 
results in these fields. 

Whilst the larger cities had become or were becoming 
efficiently catered for in special anesthesia, the same could 
not be said of the country, especially in the sparsely 
populated State of Western Australia. Northam in Western 
Australia was a notable exception, and had set the example 
to the rest of the State. There was definite propaganda 
work to be done in getting a modern efficient anesthetic 
unit functioning in all the larger country towns where 
several men were practising. There was always one 
in the team who could make it his hobby and perfect 
himself in the use of gas and the various techniques, so 
that he could efficiently deal with the special case when 
it arose. 

The value of much clinical anesthetic material was 
yearly going to waste owing to the absence of proper 
records. Notes of medical, surgical and obstetrical cases 
were in the majority of cases carefully kept, and the 
individual learned and gained thereby. Why was such 
recording considered unnecessary so Many anes- 
thetists? Not only would the keeping of these ensure 
close observation of the patient, but it was only by such 
means that the anesthetist could estimate the relative 
merits of different drugs and techniques, and improve his 
own, and incidentally the general, knowledge of the subject. 
In Dr. Troup’s own case the value of the experience of 
his non-recording years was comparatively lost, and the 
older he grew, the more carefully and fully did he try 
to keep records. 

It was human nature to mutter about the price that had 
to be paid for various drugs and machines, but Dr. Troup 
thought that they had a really big grouse at the cost of 
nitrous oxide in Australia. It was hard to their com- 
mercially untutored minds to appreciate a cost for this gas 
of almost three times what it was in England. With the 
carbon dioxide absorption technique, the importance of 
cost was not so acute, but where the method was not 
applicable the disability still remained. Nitrous oxide 
analgesia in obstetrics had apparently proved itself as a 
valuable method, and its use with such machines as the 
Minnett was common today. The carbon dioxide absorption 
method was impracticable with this particular type of 
administration, and as a consequence comparatively large 
quantities of the gas had to be given per case. Obstetricians 
who had gone to the trouble and expense of acquiring such 
machines said that their use in Australia with nitrous 
oxide at its present price was economically impossible 
except in rare lucrative cases. The benefit to the patient 
of a method proved of great value was thus lost for the 
most part in Australia. 


In conclusion, Dr. Troup wished to pay a tribute to the 
Australian surgeon. He could not imagine that his own 
experience of him had been unique. The surgeon had 
always been encouraging in the trying out of new drugs 
and techniques. He had sometimes, therefore, had to put 
up with indifferent relaxation when good relaxation was 
needed; he had been patient when one had been struggling 
with a strange method of high recommendation and 
promise, and he had been flattering in his praise when 
occasionally results had justified it. Without the surgeon’s 
kindly and forbearing help and encouragement, Dr. Troup 
ventured to suggest that the art of anesthesia would not 
be in the position it occupied in Australia today. 


Anzsthesia in Pulmonary Tuberculosis. 


De. Gueert Brown (Adelaide) read the opening paper 
in a discussion on anesthesia in pulmonary tuberculosis. 
He began by stating that free and unobstructed respira- 
tion was considered to be essential in good anesthesia of 
any kind. When the respiratory system was itself 
affected, the difficulties were much increased. The involv- 
ment of the lungs might vary both in intensity of infection 
and extent of destruction from a small chronic focus to 
a gross infection of an acute type. Further difficulties 
might have been introduced by induced pneumothorax, or 











by paralysis of the diaphragm from phrenic avulsion. The 
operation itself might vary from the extraction of a tooth 
to any major operation in surgery, even to thoracoplasty 
for treatment of the disease itself. Unless the general 
principles were closely followed, the result might be an 
exacerbation of the disease, or even death of the patient. 

The essentials of a good anesthetic for patients with 
pulmonary tuberculosis were: (i) The agent, or combina- 
tion of agents, should cause no irritation or damage two 
the lungs. (ii) The method employed should ensure 
adequate oxygenation. (iii) Any general anesthetic 
selected should allow rapid recovery of the reflexes, so 
that any sputum might be coughed up as soon as possible. 
(iv) The drugs used should neither raise nor lower the 
blood pressure to any marked degree. (v) Agents which 
were liable to cause post-operative acidosis should be 
avoided as far as possible. 

A review of 13,073 of Dr. Brown’s own records showed 
that 208 of the patients were suffering from pulmonary 
tuberculosis. Amongst these were two cases in which 
acute pulmonary tuberculosis followed the operation within 
a few days. Ether was the anesthetic in the first. Nitrous 
oxide and oxygen to which a small amount of ether was 
added to assist, in passing an endotracheal tube, were 
responsible for the other. Tables were shown of the oper:- 
tions performed and the anesthetics employed. 

Dr. Brown discussed the preparation of the patient and 

laid stress on the importance of a warm operating theatre. 
He went on to say that premedication helped to allay the 
fears of the patient, gave a smoother and easier narcosis 
and permitted the use of a higher percentage of oxygen. 
The drugs should be chosen from those which did not 
unduly depress the respiration and which were eliminated 
rapidly. “Avertin”, paraldehyde, “Sodium amytal” and 
“Nembutal” were eliminated slowly, and consequently 
should not be used except for patients whose disease was 
of the chronic fibrous type. “Evipan sodium” had many 
advantages as a basal narcotic before the use of gaseous 
anesthetics. “Seconal” was the most suitable for oral 
use. 
Dr. Brown reviewed the various anesthetics and 
described their advantages and disadvantages. Local, 
caudal and spinal anzsthesia had, he stated, a definite, but 
limited, scope. Of the inhalation anesthetics the most 
valuable were the gaseous ones, nitrous oxide, ethylene and 
cyclopropane, the last named allowing the use of the 
highest percentage of oxygen. In the presence of 
diathermy, however, the only one permissible was nitrous 
oxide. Chloroform was to be avoided unless better methods 
were unobtainable; a small amount as an adjuvant to 
nitrous oxide was sometimes given. Ether should never 
be used in the presence of pulmonary tuberculosis, either 
as the main anesthetic, or as an adjuvant to the gaseous 
anesthetics. “Vinyl ether” was valuable and might often 
replace chloroform as a supplement to nitrous oxide. 
Anesthesia induced by the intravenous administration of 
“Evipan sodium” and “Pentothal sodium” was useful in 
certain operations. “Avertin” caused no irritation or injury 
to the lungs, but was eliminated slowly; it should not be 
used as the sole anesthetic, except perhaps in brou- 
choscopy. It lowered the blood pressure, depressed the 
respiration and lengthened the period of unconsciousness. 
The dose should be usually sub-basal and at the end of the 
narcosis an intravenous injection should be given °f 
“Cardiazol” or “Coramine” for their “awakening effect”. 

Dr. Brown then reviewed the special operations for the 
treatment of pulmonary tuberculosis, and discussed the 
methods of anwesthesia for each. The gaseous anesthetics 
were the most useful. Administration by the carbon 
dioxide absorption technique was preferable, as the 
breathing was quieter and the respiratory excursions 
decreased. Endotracheal methods were advisable in 
certain cases. Spinal anesthesia had been employ°d 
successfully for removal of the lower ribs in thoracoplas‘y. 


Dre. ALLAN LAMPHEE (Adelaide) said that Dr. Gilbert 
Brown had opened the discussion by giving an excellent 
practical survey of the present position of anewsthesia in 
pulmonary tuberculosis. Dr. Lamphee thought that every- 
one would agree with him in his conclusion, especially 
as regards the necessity for some form of gaseous anzs 
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thesia in this disease. Dr. Lamphee said that, as invited 
speaker, he would confine his few remarks chiefly to some 
points dealing with premedication. He had always believed 
that adequate premedication was an important factor before 
a gas anesthetic, and he felt happier and more con- 
fident about the success and smooth running of his part 
of the job if the patient was brought into the theatre 
either asleep or very drowsy and unconcerned. This might 
not be so important in minor operations, bui it became 
increasingly important in the longer major surgical pro- 
cedures, such as abdominal section, thoracoplasty and 
thoracotomy. Dr. Lamphee did not like a patient straining 
and coughing throughout the course of a thoracoplasty, 
for instance, and it was in this operation particularly that 
he liked to have a smooth even anesthesia throughout. 


Dr. Gilbert Brown had mentioned the various methods 
of premedication that could be employed. in this 
connexion every anesthetist had his own particular 
drug which he preferred. Those present had probably all 
used most of them at some time or another. Some, they 
thought, acted more efficiently than others, and they stuck 
to them as much as possible. Dr. Lamphee had used the 
barbiturates by mouth, “Evipan sodium” intravenously, 
hyoscine and morphine, “Avertin” and others. They were 
all good, but the drug that he had found most reliable in 
its action was paraldehyde given in six ounces of saline 
solution per rectum about one and a half hours before the 
time fixed for operation; he preceded this by the 
administration of one-eighth grain of morphine and one 
two-hundredth grain of hyoscine. He then felt confident 
that the patient would come into the theatre oblivious of 
everything that was going on. However, knowing that 
paraldehyde was excreted slowly by the lungs, he had 
hesitated about using it in any case of pulmonary 
tuberculosis, although he could find in the available 
literature no contraindications to its use. 


Dr. Lamphee said that at the beginning of the year he 
had decided to use paraldehyde with the following results. 
During the last five years he had given fifty-two 
anesthetics for thoracic operations on patients suffering 
from active pulmonary tuberculosis (these figures did not 
include operations for phrenic avulsion). The operations 
had all been performed by the same surgeon, and with the 
exception of five or six thoracotomies for division of 
adhesions, were all thoracoplastic operations. Every 
patient was given either ethylene or nitrous oxide. None 
had any ether, and various forms of premedication were 
used. In this series five patients had been given 
paraldehyde by the method he had described and in every 
case there were immediate post-operative signs of local 
spread, but not in any of the others. One patient died 
four days after operation from an acute tuberculous 
bronchopneumonia of both lungs. This was proved at 
autopsy. Another patient died ten days after operation 
from an enormous hemoptysis. Another patient recovered, 
but contracted a tuberculous bronchopneumonia of both 
lower lobes, although the condition at the time of operation 
was believed to be unilateral. The other two patients 
had more reaction than usual and there was evidence 
indicating that the tuberculous condition was more active 
than it had been before operation. 

In view of these cases, Dr. Lamphee felt justified in 
assuming that paraldehyde was contraindicated just as 
much in pulmonary tuberculosis as ether, and he would 
never use it again in a known case of phthisis. He was 
quite prepared to be told that he should have known this 
beforehand, but his main purpose in making this contribu- 
tion to the discussion was to draw added attention to it 
so that others who might be as ignorant as he 
was might hesitate before using paraldehyde in pulmonary 
tuberculosis. 


Dr. Grorrrey Kaye (Melbourne) said that he agreed 
with Dr. Brown and Dr. Lamphee in what they had said. 
He himsel had reported two or three cases in which a 
condition of pulmonary tuberculosis had not been 
diagnosed and in which dire consequences had followed 
the administration of ether. He pleaded guilty to having 
given small quantities of ether to patients suffering from 





pulmonary tuberculosis and he thought he could get away 
with it. He did not like chloroform in combination with 
gas anesthesia. With regard to salivation following the 
use of vinyl ethyl, he thought that a substance which 
produced salivation must be irritating to the respiratory 
tract. 

He wished to join issue on the question of the use of 
increasing quantities of oxygen. Waters had shown that 
the basis of anesthesia appeared to be interference of the 
oxygen exchange over the cell frontier. There was need 
of more evidence in comparing one case with another on 
the question of oxygen. It was on the cell frontier and 
not in the blood that variations in oxygen metabolism 
acted. Dr. Kaye’s own experience with anesthesia in 
pulmonary tuberculosis was small. He used nitrous oxide 
and oxygen with the positive pressure in the operation 
of thoracoplasty. He did not intubate these patients. These 
operations were performed under light anesthesia. Intuba- 
tion required deep anesthesia. 


Dr. S. V. MarsHatt (Sydney) said there was another 
aspect of the matter, namely, the question of anesthesia 
with ether as an etiological or predisposing factor in the 
development of pulmonary tuberculosis. 

In one series of 125 cases at a hospital dealing with 
chest diseases he went into the question of anesthesia in 
its relation to these diseases. Seventeen of these patients 
had had operation under ether anesthesia. In nine of 
these there was no definite association between the 
anesthetic and the disease. In seven of the cases there 
was a definite association between the operation and the 
exacerbation of symptoms occuring shortly afterwards. 
Ether should not be given to any patients suffering from 
pulmonary tuberculosis or to those associated with such 
patients. 

Dr. Marshall said that in addition to the anesthetics 
mentioned by Dr. Brown, cyclopropane was an excellent 
adjuvant to nitrous oxide and oxygen. In thoracoplasty 
local angzsthesia could first be used, and then the patient 
could be given “Pentothal sodium”. He wished to draw 
attention to a monograph by Dawkins, who had pointed 
out that post-operative respiratory complications were 
almost doubled under heavy premedication. 


Dr. Hugh Hunter (Sydney) said that he had used 
chloroform in combination with nitrous oxide and oxygen 
in thoracoplasty with good results. He considered that in 
dealing with this subject it was necessary not to lose 
sight of the fact that, following the use of any form of 
anesthesia, respiratory complications were likely to occur 
and produce trouble. 


Dr. Lorna Bray (Victoria) stated that her results with 
high spinal anesthesia were very satisfactory. She had 
not spared premedication. 


Dre. Gitpert Troup (Perth) said that the only certain 
method of producing deep prenarcosis was with the use 
of “Avertin”. Paraldehyde was uncertain in its action; 
there was no antidote for it, whereas “Coramine” might 
be used as an antidote for “Avertin”. After the use of 
“Penthothal sodium” he found difficulty in intubating. He 
thought that Dawkin’s figures were probably influenced by 
climatic conditions. 


Dr. Brown, in his reply, referred to the fact that he had 
had experience of a case of idiosyncrasy to paraldehyde. 
Since then he had not used it so much. He told Dr. 
Hunter that he had occasionally given chloroform with 
nitrous oxide and oxygen. He was interested in Dr. 
Marshall’s statistics dealing with the administration of 
ether to patients suffering from pulmonary tuberculosis. 
With regard to the excessive use of premedication, he could 
agree with other speakers, but it had to be decided what 
was excessive. Like Dr. Kaye, he had used ether as a 
supplement to gas anesthesia. He had considered that 
two or three drachms of-ether would do no harm, but he 
had given it up. 

With regard to the remarks of other speakers on the 
question of physiology of extra oxygen used in anawsthesia, 
there were certain surgeons who would not consider their 
patients oxygenated unless their colour was very good. 
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Cyclopropane Anzesthesia. 


Dr. S. V. MarsHatt (Sydney) opened the discussion on 
cyclopropane anesthesia. His remarks represented a 
summary of a paper prepared jointly by himself and Dr. 
H. J. Daly, based upon observations and study abroad, 
especially in the United States of America and Canada, and 
on subsequent experiences in Australia. The authors 
regarded the discovery’ of cyclopropane as the greatest 
advance since the original application of anesthetics nearly 


one hundred years ago. They stated that Canada, and s0° 


indirectly the British Empire, enjoyed the credit for this 
new discovery in that Henderson and Lucas, of the 
University of Toronto, established by animal experiment 
the many advantages of cyclopropane over other agents in 
current use. The clinical application had been under- 
taken by Waters and his associates of Madison, Wisconsin, 
United States of America, followed by Griffith in 
Montreal, since when a rapid extension in its use had 
occurred in the United States of America and Canada, while 
favourable reports had emanated from England and South 
Africa. The tardy recognition in Australia of this, among 
other improvements in anesthetic agents and technique, 
was attributed to Australian isolation and to the inferior 
status and endowments of anesthesia in this country. 

The authors pointed out that of the chemical and 
physical properties of cyclopropane the chief points were: 
isomerism with propylene (C,H,); density (heavier than 
air); high lipoid solubility; absence of irritating 
properties; and inflammability. As with ether, and 
especially the nitrous oxide, oxygen and ether combina- 
tion, this last property demanded the usual precautions 
against ignition. 

The pharmacology was discussed at length, and the very 
slight deviation in metabolic processes from the normal 
was emphasized; this contrasted markedly with the situa- 
tion prevailing with ether, chloroform and some other 
agents. The authors stated that the alkali reserve and 
non-protein nitrogen of the blood plasma were virtually 
unaltered; sympathetic hyperactivity not being stimulated, 
hyperglycemia was a rare occurrence; and the blood 
volume remained normal. No hepatic or renal damage 
occurred. 

Cyclopropane was so potent that the deepest anesthesia 
might be produced with concentrations not exceeding 25%, 
high excess of oxygen thus being possible. This provided 
at all times a wide safety margin. The signs of anesthesia 
were as for other agents, but more rapid transitions 
between the different planes occurred because of the flexi- 
bility of the gas. There was evidence of parasympathetic 
hyperactivity during cyclopropane anesthesia, which was 
amenable to regulation by the preliminary administration 
of atropine or hyoscine. With excessive concentrations 
cardiac irregularities and arryhthmias were apt to develop, 
but were always transient. Such phenomena occurred 
with unsuspected frequency in other forms of anesthesia. 
Increased capillary bleeding was sometimes noticed, but 
might be to a large extent ignored, since it would cease on 
terminating the administration. The blood pressure 
remained at nearly normal levels even after prolonged 
administration. 

Well-designed apparatus, with carbon dioxide absorption 
attachments, was essential in the administration of cyclo- 
propane. The system was entirely closed, the exhalations 
being continuously rebreathed, while oxygen, in amounts 
sufficient to meet metabolic requirements (200 to 500 cubic 
centimetres per minute), was continuously supplied. The 
carbon dioxide eliminated by the lungs was absorbed by 
soda-lime; heat and moisture were conserved; desiccation 
and irritation of mucous surfaces were prevented; and 
the risk of ignition was rendered negligible. Volatile 
adjuvants, such as chloroform, ether or vinyl ether, might 
be added if necessary, their toxicity being minimized by 
the oxygen excess present. Dosages were regulated at all 
times in accordance with the reactions of the patient, flo 
fixed percentages or rates of gas-flow being predetermined. 

Moderate premedication was, in the opinion of the 
authors, always desirable and, if necessary, full basal 
narcosis might be employed, the use by intravenous injec- 





tion of the rapidly-eliminated barbiturates being especially 
valuable in this regard. They stressed the necessity for 
thoroughly efficient carbon dioxide absorption throughout 
the administration. Accumulation of carbon dioxide, while 
favouring the development of dangerous blood concentra- 
tions of cyclopropane, also, they held, caused unnecessary 
respiratory efforts and an undesirable rise of the blood 
pressure. Removal of the strong stimulus at the end of 
the administration might result in alarming symptoms of 
collapse. Induction of anesthesia was quiet and pleasant, 
maintenance placid, and recovery fairly speedy with little 
sickness. 

The authors went on to state that cyclopropane 
anesthesia was indicated for practically all operations, in 
some being invaluable, especially when impaired vital 
capacity and posture (thoracic surgery), metabolic dis- 
turbances (hyperthyreodism, diabetes), debility, anzwemia, 
shock et cetera were complicating factors. Apparently 
having a tonic effect on the uterus, it was of great value 
in obstetric operations, especially Cesarean section. Contra- 
indications, by no means absolute, chiefly referred to 
its inflammability and the tendency to increased oozing. 
Complications developing both during and after the 
administration of cyclopropane showed a remarkable 
reduction in comparison with their incidence in other 
forms of anewsthesia. Post-operative pulmonary complica- 
tions were greatly reduced. Figures quoted indicated a 
slightly increased incidence of circulatory complications, 
which was attributed to the selection of this agent for 
poor-risk cases. Post-anwsthetic nausea and vomiting 
occurred, but were less severe than with ether, while 
severe vomiting with acidosis was very rare after cyclo- 
propane anesthesia. Post-operative intestinal atony was 
also a very rare complication with cyclopropane. 


The conclusions reached was that, although present 
experience was limited, a high degree of confidence in the 
use of this new agent was justified. Further experience 
would improve knowledge and help to solve some of the 
outstanding problems of the agent and technique. The 
authors stated that as yet its use should be attempted 
only by those specially qualified by the possession of 
experience and facilities, and, above all, a thorough know- 
ledge of the physiology of anesthesia. 


Dr. Gitpert Troup (Perth) said that the paper by Dr. 
Marshall and Dr. Daly was the best summary of the 
subject he had read or listened to, and their sources of it 
had been vast, as one could see by glancing at the 
bibliography. Dr. Troup said that the oil-water solubility 
ratio was given at even a higher figure than they quoted, 
namely, 34-3:1. Lucas and Henderson gave a figure of 
64-4:1, ethylene being 13-3:1 and ether 2-5:1. Its relative 
anesthetic potency was therefore obvious. 


Being a happy and contented user of the to-and-fro 
carbon dioxide absorber, Dr. Troup could not accept all 
that Dr. Marshall said concerning the circuit absorber 
of Sword. The heating that occurred in the soda-lime 
canister in the former was never sufficient to affect the 
patient by its proximity. Waters had shown that even in 
the centre of the soda-lime granules the temperature was 
never over 47° C. More heat certainly reached the patient 
than in the circuit absorber, but this helped to counteract 
heat loss from body surfaces et cetera, which was an 
advantage. The increased resistance of the circuit 
absorber due to the presence of the valves, especially if 
the openings in the system were not of wide bore, was 
quoted as a disadvantage of this method—and this by 
users of both the to-and-fro and circuit absorbers. Joints 
were fewer in the to-and-fro absorber and, no matter how 
carefully made, joints tended to loosen and to leak and to 
interfere with what for success must be a closed system. 


Finally, the to-and-fro absorber was very much cheaper, 
simpler, and where portability had to be considered, took 
up less room. To Dr. Troup’s mind, the only disadvantage 
of the to-and-fro absorber was its apparent clumsiness, but 
one very soon got used to its bulk and by the judicious 
use of supports it was easy to manage. To illustrate this 
point, Dr. Troup showed slides which had been made from 
photographs taken in its actual use in various techniques. 
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Concerning full narcosis with “Avertin” prior to cyclo- 
propane, Dr. Troup said that Wood’s technique, which was 
a subbasal dose plus morphine, would give in the majority 
of cases a completely unconscious patient coming to the 
theatre; and Wood’s figures did not suggest that the 
sequence increased pulmonary complications. Dr. Troup 
had found this sequence extremely useful in certain cases. 
Dr. Troup said that he used the carbon dioxide absorber 
from the start of induction with cyclopropane and did not 
find any disadvantage therefrom. As Dr. Marshall 
pointed out, it antagonized any tendency to dangerous 
hyperpnea. 

Perhaps in no other anesthetic method was the funda- 
mental necessity of a clear airway so essential for 
efficient results as in cyclopropane with carbon dioxide 
absorption. One should never hesitate to use a pharyngeal 
airway either transnasally or transorally or blindly to 
earry out intubation endotracheally with a Magill’s tube 
if the slightest obstruction was present. Leech’s gasway, 
as described in Current Researches in Anesthesia and 
Analgesia of January-February, 1937, promised a possible 
solution of this ever-present problem. Griffiths, of 
Montreal, in a personal communication had spoken most 
highly of its efficiency as he had found it in practice. It was 
alleged also to solve in part the problem of the use of 
cyclopropane in oral surgery when intubation was not 
being carried out. 

As Dr. Marshall had pointed out, capillary oozing had 
been a surgical criticism of cyclopropane. Inhalations of 
carbon dioxide diminished coagulability and bleeding times 
as pointed out in an article in Current Researches in 
Anesthesia and Analgesia of March-April, 1936. It might 
be possible therefore that a relative depletion of excess 
earbon dioxide by the absorption method would bring 
coagulability and bleeding times nearer the normal figure 
as Waters had shown. The surgeon, having been in the 
past used to methods in which carbon dioxide probably 
collected to excess, interpreted the abnormal as being the 
physiological. 

The change, of which Dr. Marshall spoke, on the sudden 
withdrawal of a gas mixture rich in oxygen in the 
debilitated patient was a very real one. When severe 
circulatory depression was present at the end of an opera- 
tion as the result of a bad-risk case or a procedure 
associated with much shock, Dr. Troup’s custom was to 
order continuous and efficient oxygen through an oro- 
pharyngeal catheter as soon as the patient was back in 
bed. Dr. Troup started at 50% (a humidifier with regula- 
tion of flow was used) and he gradually reduced the 
percentage according to the patient’s condition. 


The effect of cyclopropane on the heart had received 
much notice and perhaps undue comment. Dr. Troup 
thought that this was largely because the clinical irregu- 
larities noticed had stimulated electrocardiographic studies 
of patients under anesthesia. In Kurtz’s series under 
different anwsthetic agents irregularities were noted in 
46% under “Procain”, 82% under cyclopropane, 90% under 
ether and 100% under chloroform. From this cyclopropane 
was not relatively therefore a bad offender. The only 
disturbing feature was the irregularity called multiple 
focus ventricular extrasystoles, displayed occasionally and 
solely in the cyclopropane series. This irregularity, in 
dogs at any rate, was Known to precede ventricular 
fibrillation. However, it appeared only under very deep 
cyclopropane anesthesia. Clinically the anesthetist got 
the warning of marked bradycardia before irregularities 
appeared, and he further had the safeguard that respiratory 
arrest would occur before circulatory arrest in too high 
a concentration of cyclopropane. The anesthetist there- 
fore had plenty of warning signals, and Dr. Troup did not 
think that they should be unduly biased by the 
circulatory effects of high concentrations when one con- 
sidered the advantages which a properly administered 
cyclopropane anesthetic showed over other methods. 

Like Dr. Marshall and Dr. Daly’s limited personal 
experience of cyclopropane, Dr. Troup’s was a small one. 
Dr. Hayward and he had administered it in 230 cases in 
Perth up to date, and they were selecting it more and 





more often as the anesthetic of choice in “bad risks”, apart 
from using it more frequently in routine cases. 


Dr. Girpert Brown (Adelaide) said he had seen cyclo- 
propane used in England, but had not used it himself. 
He referred to the Primrose tube and described the 
method adopted by Primrose in using it. 


Dr. Marshall, in reply, referred to Dr. Troup’s remarks 
on the question of resistance in the Sword circuit. In 
the Heidbrink machine there was no resistance. In the 
McKesson there was-some resistance, but it was hoped 
that in the latest model of the carbon dioxide absorber 
some improvement would be shown. He agreed with Dr. 
Troup that a clear airway was necessary in cyclopropane 
anesthesia. The passage of the Magill tube was the best 
way of overcoming obstruction in the air passages, 
especially when laryngospasm occurred. Whatever system 
of absorption was used, whether it was the Waters “to- 
and-fro” or the Sword circuit, it was not possible for 
excessive carbon dioxide absorption to occur. Compared 
with other methods of gas administration, the carbon 
dioxide absorption method permitted greater economy, the 
oxygen consumption being reduced to about one-sixth the 
usual amount. 


Deaths under Anzesthesia. 


A meeting of the Section of Anesthetics was held to 
make a statistical survey of deaths under anesthesia. 


Dr. GrorrrEY Kaye (Melbourne) read the opening paper. 
In this paper he dealt with anesthetic fatalities that had 
occurred at the Alfred Hospital, Melbourne, during the 
period 1932-1937. The chief features of the paper and his 
conclusions may be summarized as follows. 

1. In a five-year period ending December 31, 1936, a 
total of 17,701 operations upon in-patients was recorded 
in the hospital. Of these, 9,388, or 53%, were performed 
under ether anesthesia; 2,335, or 13-2%, under gaseous 
anesthetics; 1,141, or 64%, under spinal anesthesia; 
3,014, or 17%, under regional or local anesthesia, and the 
remainder under various other anesthetics. 

2. The anesthetic risk, classified from “A” (the best) 
to “D” (the worst) as prescribed by the International 
Anesthesia Research Society, had been noted in 10,119 
of the 17,701 cases. The patients were listed as “A”-risk 
in 2,993 instances (29°6%), “B”-risk in 5,404 (53-4%), 
“C”-risk in 1,462 (144%) and “D”-risk in 260 (25%). 

3. The fatalities “on the table” or before recovery from 
the immediate effects of the anesthetic totalled 22 in the 
17,701 administrations, or 0-12%. Ether was responsible 
for five fatalities in 9,388 cases, a mortality of 0-05%. The 
gaseous anesthetics accounted for nine deaths in 2,335 
cases, a mortality of 0-39%. There were three fatalities 
in 1,141 administrations of spinal anesthesia (0-26%), 
whilst local or regional anezsthesia accounted for four 
deaths in 3,014 cases (0-26%). 

4. Analysis of the thirteen fatalities in the series of 
10,119 cases in which the anesthetic “risk” had been 
recorded did not prove particularly illuminating. The 
overall mortality was 0-12% and the highest incidence of 
fatalities came, obviously, amongst the worse (“C”- and 
“D”-class) “risks”. Ether was most usually employed for 
“A”"- and “B”-class patients, in whom it proved reasonably 
safe, returning but one fatality in 6,899 cases. In “C”- 
and “D”-class patients, ether was responsible for the not 
unreasonable mortality of two deaths in 500 administra- 
tions. Gaseous anesthetics were but little used for “A”- 
and “B” class patients (892 cases without fatality). They 
were, however, the agents of choice for bad-risk cases, and 
as such returned eight deaths in 1,058 administrations. 
Other forms of anesthesia were represented in numbers 
too small to repay analysis. 

5. No fatality occurred in 10,612 operations upon out- 
patients, of whom 5,312 received a general and 5,300 a local 
anesthetic. 

6. Full details of each of the 22 fatal cases were 
ascertained from the hospital records, autopsy findings and 


(when applicable) from the coroner’s archives. These 
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clinical condition of the patient; (b) the presence of 
pathological lesions likely to render anesthesia hazardous 
and to account for death; (c) the possibility of having 
prevented, by different choice of anesthetic agent or tech- 
nique, a fatal issue. 

7. Five deaths under ether, thus analysed, revealed the 
following probable causes of death, namely: (a) cerebral 
trauma in two instances; (b) inhalation of vomitus into 
the lungs in one case; (c) post-operative suffocation by 
inhaled blood in one case; (d) injudicious choice of ether 
in one instance, the patient suffering from grave toxemia 
and bronchopneumonia. 

8. Nine fatalities under nitrous oxide or ethylene revealed 
the following causes for death, namely: (a) a case of 
hemorrhage from the bronchial artery; (b) a case of 
medullary failure during cerebral exploration; (c) a case 
of pulmonary embolism; (d) three deaths at operation for 
an acute abdominal emergency; (e) a case of diabetic 
gangrene complicated by bilateral hydrothorax; (f) a case 
of @edema glottidis; (g).a case of suffocation by copious 
secretion of mucus during thyreoidectomy. It would 
appear that the two last-mentioned patients might, under 
other conditions of anesthesia, have been possibly 
prevented from dying. 

9. Spinal anewsthesia was associated with three fatalities, 
in two of which the choice of anesthetic was open to 
criticism. In the first instance the patient was old, 
debili‘ated and atherosclerotic; in the second, general 
peritonitis was present and the patient was desperately ill. 

10. A fatality was returned as having occurred under a 
combination of “Avertin” narcosis with local anesthesia; 
the case was one of cerebral tumour. 

11. Local anesthesia accounted for four deaths, of which 
three were in connexion with procedures of cerebral 
surgery. The fourth was a case of cocaine intoxication 
during tonsillectomy in a healthy young man. 

12. Of the twenty-two fatalities, only one (due to post- 
operative inhalation of blood) was directly preventible. In 
six instances death might have been possibly averted 
under other conditions of anwsthesia. In the remaining 
fifteen cases it would seem to have been unavoidable. 


13. Certain recommendations, based upon the present 
series of fatalities, might be summarized as follows: (a) 
Adequate use of endotracheal anesthesia, especially in 
presence of vomiting or respiratory obstruction. (b) 
Use of gas anesthesia where indicated, especially for “bad- 
risk” cases. Positive pressure may be advantageously 
employed in thyreoid surgery and in cases of respiratory 
embarrassment. (c) Avoidance of spinal anzsthesia in 
toxic, debilitated or atherosclerotic patients. (d) Replace- 
ment of cocaine by less toxic surface anesthetics wherever 
practicable. (e) Adequate post-operative care of 
anesthetized patients by properly trained attendants. 


Dre. Grtpert Troup (Perth) made a report on anesthetic 
fatalities in the Perth Hospital covering the period January 
1, 1933, to December 31, 1936. Among 12,600 cases there 
were 26 deaths, a mortality of 0-22%. One death occurred 
among “A’’-risk patients, eight among “B”-risk, eight 
among “C”-risk and nine among “D”-risk patients. In one 
ease chloroform was the anesthetic, in fourteen cases 
ether was given, in three nitrous oxide was given, in four 
cases spinal anesthesia was used; local anesthesia was 
used in one instance. In three instances the anesthetic 
was not specified. It was considered that none of the 
deaths were frankly preventible, one was probably pre- 
ventible, five were possibly preventible, two were possibly 
unavoidable, eighteen were probably unavoidable. 

De. Hvuen Hunter (Sydney) read, on behalf of Dr. H. J. 
Daly, a short report on angsthetic deaths at Saint 
Vincent’s Hospital, Sydney. The anmsthetics given 


numbered 19,240; there were ten deaths. The opinion was 
expressed that this total was probably incomplete. Details 
of the ten case histories were given. 

De. BE. Covrpzr Brack (Adelaide) presented a report on 
the anesthetic fatalities in the Adelaide Childret.’s Hos- 





were so tabulated as to direct special attention to: (a) the 





pital for the period October 1, 1931,:to September 30, 1932. 
There were 18,080 administrations and eight deaths, a 
mortality percentage of 0-044. In each of the eight 
instances the anesthetic was ether; this included induc- 
tion with ethyl chloride, nitrous oxide and chloroform. 


Dr. S. V. Marsnatt (Sydney) said that the main thing 
brought out was that the word “oxygen” should be the 
motto of anesthetists. He considered spinal anesthesia 
as bad for “poor risks”. The gaseous anesthetics were 
the best for these cases. It was necessary not to lose 
sight of oxygen deficiency as being one of the dis. 
advantages of nitrous oxide-oxygen anesthesia. It would 
be better to use ethylene or cyclopropane. He was pleased 
to hear Dr. Kaye mention barbiturates as antidotes to 
cocaine. It was important to provide oxygen for “poor-risk 
cases” for the first few hours after operation. He thought 
that oxygen deficiency was the cause of the trouble in 
a case Dr. Hunter quoted of a patient suffering from 
severe jaundice, who had had a half grain of morphia 
administered as premedication before nitrous oxide-oxygen 
anesthesia. He believed that the stimulating effects of 
ether were fallacious. He thought the time had come for 
the establishment of directorships and professorships in 
anesthesia. 


Dr. F. E. McAree (Melbourne) thought there was the 
necessity for the training of general practitioners in 
anesthesia, and that “bad-risk” cases should have their 
anesthetic administered by a specialist. He was strongly 
in favour of resident anesthetists in hospitals. He was 
unable to understand the success obtained at dental clinics 
in the administration of anesthetics. 


Dr. E. C. Brack (Adelaide) expressed the opinion that 
the question of morbidity from anzsthesia should be dis- 
cussed in addition to mortality, 


Dr. Kaye, in reply, stated that he regarded Dr. 
Marshall’s suggestion of “oxygen” as the anesthetist’s 
watchword as splendid. He could not, however, accept Dr. 
Marshall’s dictum that anwsthesia with nitrous oxide and 
oxygen necessarily involved true anoxemia as shown by 
the pulse, blood pressure and respiration. He drew atten- 
tion to the 24,000 demonstrations in a certain children’s 
hospital associated with 16 deaths (0-67 per 1,000), the 
average mortality for that city being 0-45 per 1,000. 
Several of these deaths were in operations for repair of 
hare-lip and cleft palate under endopharyngeal ether 
anesthesia. The hospital anesthetic staff was anxious to 
hear the experience of members with endotracheal 
anesthesia for such operations in children, many of whom 
were only six months old. 


Viny! Ether (“Vinesthene”). 


Dr. Grrpert Brown (Adelaide) read a short paper setting 
out the results of seventeen administrations of viny! 
ether (“Vinesthene”). He said that by the courtesy of 
Dr. Gilbert Troup he received a small amount of 
“Vinesthene” which he had brought from America in 1935. 
A further amount had been given to him by Mr. F. C. 
Marrington, representing Messrs. May and Baker, Limited. 

Describing the properties of vinyl ether, Dr. Brown said 
it had the chemical formula CH,: CH.O.CH: CH,. It was 
a colorless liquid with a characteristic smell. The boiling 
point was 28-31° C. and the specific gravity was 0-77. It 
rapidly decomposed and consequently had added to it 
35% of alcohol and 001% of a non-volatile inhibitor 
(phenyl naphthylamine). It was highly inflammable and 
burned with a very smoky flame 

The ages of the patients anesthetized had varied from 
four to fifty-seven years. Ten were males and seven 
females. 

The open method had been used as induction to nitrous 
oxide and oxygen in one instance, the closed method in 
five instances. The substance was used as an adjuvant to 
nitrous oxide and oxygen in five instances and as an 
adjuvant to ethylene and oxygen in six. The operations 
ee were: dental, 11; hernia, 2; cholecystectomy, 

1; nephro-lithotomy, 1; closure of 


prostatectomy, 
ciate 1; a total of 17. 
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No premedication was used in five cases. In the 
remainder the premedication included “Seconal” in 5, 
morphine and hyoscine in 2, morphine and atropine in 4. 

In regard to complications, vomiting occurred once or 
twice in patients in whom “Vinesthene” was used as an 
adjuvant to gaseous anesthetics; it was slight and occurred 
not more than once in these cases. 

Dr. Brown said that the series was too small to form 
definite conclusions, but he made the following comments: 
1. Induction of angwsthesia was rapid and pleasant. 

2. Recovery was quick and without unpleasant sequele. 
3. It appeared to be suitable for short dental operations 
in children and to be able to replace ethyl chloride or gas. 
4. When used as an adjuvant to the gaseous an#sthetics, 
it rapidly deepened the anesthesia and produced excellent 

relaxation. 

5. Rowbotham’s micrometer chloroform bottle for use 
with McKesson’s apparatus was most useful for the 
addition of “Vinesthene” to a gaseous anesthetic. 


Dr. S. V. MarsHatt (Sydney) said that he had a 
limited experience of about ten cases. The best practice 
was to administer the drug in a closed system and to give 
it with “Carbogen”. The duration of anesthesia was 
sufficient for the extraction of several teeth. There was a 
better hang-over following the use of “Vinesthene” than 
with ethyl chloride. In his cases there was no vomiting. 
A good supply of oxygen was necessary. When oxygen 
deficiency was present during the use of “Vinesthene”, 
liver damage occurred. 


Experiences with “Pentothal Sodium”. 

Dr. GrtBpert Brown (Adelaide) and Dr. Girserr Troup 
(Perth) presented a joint paper in which they set out 
their experiences with “Pentothal sodium” which had been 
supplied to them by the courtesy of Messrs. Abbotts, 
Limited. The series of patients was 56 in number. The 
ages of the patients varied from fifteen to eighty years; 
39 were males and 17 females. The longest recorded time 
of effective anzsthesia without any adjuvant was 25 
minutes. Adjuvant anesthesia was used in 12 of the 56 
cases. The operations were mostly minor. Four 
abdominal sections were included; in three of these 
adjuvant anesthesia was necessary; the fourth operation 
was a laparotomy. The authors drew no definite con- 
clusions, but made certain comments. In comparison 
with “Evipan”, induction appeared to be quicker, quieter, 
and had less tendency to jactitation. “Evipan” was, how- 
ever, eliminated more slowly. Patients had no unpleasant 
sensations, and there was no post-anesthetic vomiting. 
The use of atropine before administration of the “Pentothal 
sodium” would reduce excessive salivation, and morphine 
would allay apprehension to a certain extent. 


Dr. S. V. MarsHaty (Sydney) stated that he had recently 
used “Pentothal sodium” a good deal. He disagreed with 
Dr. Troup that the indications for its use were few and 
far between. It was dangerous in inexperienced hands. 
The 5% solution was invariably employed. No sloughing 
of the tissues around the site of injection had been seen 
by him. If by chance the solution was injected into the 
tissues instead of into the vein, normal saline solution 
was immediately injected. Fractional injection was 
essential. Premedication was extremely valuable. One- 
sixth of a grain of morphine and one one-hundred-and- 
fiftieth of a grain of atropine were generally used by him. 
“Pentothal sodium” was an excellent basis for subsequent 
nitrous oxide-oxygen anesthesia. Good recovery occurred 
with this sequence. In eye operations it was very valuable, 
but it was necessary not to allow the eye surgeon to start 
too soon, otherwise the patient might sneeze. The surgeon 
should be asked to cocainize the eye beforehand, and 
atropine should be given. Full relaxation was obtained 
and it was better than that obtained with “Sodium evipan”. 
Cystoscopy had been done while the patient was under 
“Pentothal sodium” anesthesia. Even bronchoscopy could 
be done, but it was necessary to carry the patient to the 
Stage of respiratory depression. It was better to 
cocainize the larynx beforehand. There were, in his experi- 





ence, no complications. The impression had been gained 
by him that “Pentothal sodium” was eliminated more 
slowly than “Sodium evipan”; but this was possibly due to 
the fact that the patient was under deep anzsthesia. 
Shallow respiration was apt to be disconcerting. 


Dr. Lorna Bray (Melbourne) said she had used “Pen- 
tothal sodium” in about sixty. cases. No premedication 
was used, with the exception of one operation on a gall- 
bladder, when one-sixth of a grain of morphine and one 
one-hundred-and-fiftieth of a grain of hyoscine were used. 
In this case, good relaxation was obtained and no other 
anesthetic was necessary. The 10% solution was the only 
one she had used. In ome case the patient was given 
ten cubic centimetres; and this dose was repeated. No 
ill-effects were seen. In another operation for appendicec- 
tomy the patient became cyanosed following the injection 
of two or three cubic centimetres of the solution, and 
restoratives were required. “Pentothal sodium” was so 
quick in its action that Dr. Bray thought no premedication 
was nec She had not experienced any salivation, 
although atropine had not been used. 


Dre. Gitpert Brown (Adelaide) stated that Lundy’s 
routine was to give one and a half grains of “Nembutal”, 
one-sixth of a grain of morphine, and one one-hundredth 
of a grain of atropine before using “Pentothal sodium”. 


Dr. Huen Hunter (Sydney) referred to his early experi- 
ence with the drug at the time when he used the 10% solu- 
tion. In one case he had given ten cubic centimetres to an 
adult with little or no anesthetic effect. When ether was used 
as an adjuvant, the patient coughed violently, only a few 
drops being necessary to produce this effect. It became 
almost impossible to control. In a child to whom he had 
given seven cubic centimetres of the solution, extreme 
restlessness had occurred following recovery. He thought 
the jactitation mentioned by some of the speakers fol- 
lowing the use of “Sodium evipan” was probably due to 
too quick a rate of injection. A slower rate of injection 
tended to eliminate this complication. 


(To be continued.) 
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Diary for the Month. 


19.—New South Wales Branch, B.M.A.: rE — ee. 

20.—Western Australian Branch, A: 

21.—New South Wales er B.M.A.: ‘Clinical Meeting. 

21.—Tasmanian Branch, B. .M.A.: Council. 

22.—Queensland Branch, B.M.A.: Council. 

26.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

27.—Victorian Branch, B.M.A.: Council. 

28.—New South Wales Branch, B.M.A.: Branch. 

28.—South Australian Branch, B.M.A.: Branch. 

2.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 

2.—Tasmanian Branch, B.M.A.: Council. 

3.—Western Australian Branch, B.M.A.: Council. 

4.—South Australian Branch, B.M.A.: Council. 

5.—Queensland Branch, B.M.A.: Branch. 

9.—New South Wales Branch, B.M.A.: 
Finance Committee. 

. %9—Tasmanian Branch, B.M.A.: Branch. 

. 10.—Victorian Branch, B.M.A.: Branch. 

. 12.—Queensland Branch, B.M.A.: Council. 

. 16.—New South Wales Branch, B.M.A.: Ethics Committee. 

. 16.—Tasmanian Branch, B.M.A.: Council. 
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Executive and 


Wedical Appointments. 


Dr. H. H. Stewart has been appointed a member of the 
Nurses’ Registration Board of Western Australia. 
> +. > 


Dr. J. N. Main has been appointed a Medical Officer in 
the Department of Mental Hospitals of New South Wales. 
> > . 


Dr. N. W. Hansard has been appointed a Medical Testing 
Officer for the purposes of the Motor Trafic Ordinance 
1936, at Captain’s Point, Jervis Bay Territory. 

. _- = 


Dr. C. T. Piper has been appointed a Medical Referee for 
the purposes of The Workmen’s Compensation Act, 1932, 
of South Australia, at Port Lincoln, South Australia. 

> . = 


Dr. M. L. Mitchell has been appointed Honorary Con- 
sulting Bio-Chemist, and Dr. A. H. White, Honorary 
Clinical Assistant to the Medical Section, at the Adelaide 
Hospital, Adelaide, South Australia. 

>. > > 

The following appointments have been made at the Royal 
Prince Alfred Hospital, Sydney: Honorary § Radio- 
Therapeutist, Dr. E. W. Frecker; Honorary Assistant 
Surgeon, Dr. K. W. Starr; Honorary Assistant Radio- 
Therapeutist, Dr. H. J. Ham; Honorary Assistant 
Anesthetists to the Neurosurgical Department, Dr. H. J. 
Daly and Dr. S. V. Marshall; Honorary Clinical Assistant 
to the Radio-Therapeutic Department, Dr. P. J. Murphy. 


—_ 
—- 





Medical Appointments Vacant, etc. 


For announcements of medical appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser,” pages xxii to xxiv. 


Avustr~n Hosprrat ror CANCER AND CHRONIC DISE4SES, 
HEIDELBERG, Vicror1a: Honorary Anesthetist. 

Benpico AND NortTHEeRN District Base Hospitat, BeNnpico, 
Vicror1a: Medical Superintendent. 

FREMANTLE HospiraL, FREMANTLE, WESTERN AUSTRALIA: 
Resident Medical Officer. 

KANEMATSU MemortaAL InstTiTUTE, SYDNEY HOspPITAL, 
Sypney, New Sovurn Wa es: Senior Pathologist. 

RoyaL Metsovurne Hospitat, MELBOURNE, VICTORIA: 
Honorary Officers. 

THe Mount Morean Hosprrat, Mount Morcan, QUuEENS- 
LAND: Resident Medical Officer. 





Wedical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment referred to in the following table without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of the 
British Medical Association, Tavistock Square, London, W.C.1. 





BRANCHES. APPOINTMENTS. 





Australian Natives’ Association. 

Ashfield and —— United Friendly 
Societies’ Dispe 

- United Pyriendly Societies’ Dis- 


New SoutH, Wags: Leichhardt and Petersham _ United 

Honorary Secretary,| Friendly Societies’ Dispensar 

135 Macquarie Street,/ wanchester Unity Medical and _ 

Sydney. sing Institute, Oxford Street, Sydney. 

North Sydney Friendly Societies’ Dis- 
pensary Limit 

People’s Prudential Assurance Company 
Limited. 

Phenix Mutual Provident Society. 





nsaries. 


All Institutes or Medical Dis 
on, Pro- 


Victor1AN: Honorary| Australian Prudential Associa 

Secretary, Medical prietary, Limited. 

Society Hall, East| Mutual National Provident Club. 
Melbourne. National Provident iation. 

Hospital or other appointments outside 

Victoria. 





Brisbane —— Friendly Societies’ 
Medical Institut ‘ 
QUEENSLAND: Honor-| Proserpine District “Hospital. 
ary Secretary, B.M.A.|Members acce LODGE 
House, 225, Wickham ments and those desiring 
Terrace, Brisbane, a intments to an 
B.17 HOSPITAL are adv 
interests, to submit a copy of their 
Agreement to the Council before 


signing. 





SouTH AUSTRALIAN: 
Secretary, 178 North 
Terrace, Adelaide. 


All Lodge appointments in South Aus- 


All contract Practice Appointments in 
South Australia. 





AU s- 


Honorary 

All Contract Practice Appointments in 
Secretary, 205, Saint 
George’ is Terrace, Western Australia. 


WESTERN 
TRALIAN : 


er 








Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to Tus 
—— JOURNAL OF AUSTRALIA alone, unless the contrary be 

a 


All communications should be addressed to the Editor, THs 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 


Members and subscribers are requested to weety the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any SS a in the 
delivery of this journal. The management cannot accept any 
HB y or recognize any claim arising out of non-receipt 

5 zane unless such a notification is received within one 


UBSCRIPTION RatTes.—Medical students and others not 
receiving THs MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
aopyins te to the ee 2 or through the _ agents and book- 
Subscripti ean ~~ at the beginning of any 

» aeagl 0A and « ay So m December 31. The rates are £ 
‘Australia and £2 5s. abroad per annum payable in advance. 





